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ORIGINAL COMMUNICATIONS. 


THE VALUE OF THYROID EXTRACT IN AURAL MANIFESTATIONS OF 
MYXEDEMA.! 


BY S. MAC CUEN SMITH, M.D., 
Professor of Otology in the Jefferson Medical College of Philadelphia. 


My object in presenting this particular 
paper is not to offer anything especially 
new, but to again direct attention to the in- 
terdependence of all branches of medicine 
and surgery. In other words, those of us 
who confine our work to certain branches 
of the healing art are frequently aided, es- 
pecially in our diagnosis, by the general 
physician, while on the other hand the 
practitioner of general medicine is often the 
recipient of valuable help from the special- 
ist in the recognition of systemic disease. 
To illustrate, in the first case of the series 
of three that have come to my notice, al- 
though the symptoms of myxedema were 
fairly pronounced, neither the attending 
physician (who advised the consultation be- 
cause of a progressive defect in speech and 
hearing) nor myself recognized definitely 
the underlying systemic disease, which, 
however, was pointed out to us by an expe- 
rienced internist. 

The second case was brought to my no- 
tice on account of marked and progressive 
deafness with distressing tinnitus aurium; 
while the third case came more especially 
on account of frequent nasal and oral hem- 
orrhage, as well as progressive deafness. 
The symptoms of myxedema in both these 
latter cases were not very pronounced, but 
my experience with the first case led me to 
inquire very carefully into the history, 


1Read before the Eastern Section of the American L., 
R. and O. Society, at Watertown, N. Y., Jan. 15, 1910. 


which resulted in a suspicion that myx- 
edema was the underlying etiologic factor. 
A further examination revealed absence of 
the thyroid, which confirmed the diagnosis. 

In these two cases I was able to assist 
the attending physician in arriving at a 
proper diagnosis, and the application of the 
specific therapeutics of this disease resulted 
in a permanent alleviation not only of the 
characteristic myxedematous symptoms, but 
also of the secondary symptoms involving 
the ear, nose, and throat. 

Aural manifestations complicating 
Bright’s disease are now frequently recog- 
nized, and may occur so early that they are 
only secondary to the ophthalmic picture in 
diagnostic value. The hemorrhagic infil- 
tration into the tympanic mucosa, the fail- 
ure to recognize high tones, the vertigo 
arising from degeneration of the laby- 
rinthine nerve filaments, together with the 
progressive tinnitus and deafness, due 
probably to edema of the sheath of the 
auditory nerve, produce a picture or train 
of symptoms almost as characteristic as 
those seen in albuminuric retinitis, which 
for want of a better name may be termed 
nephritic otitis. Although I am not pre- 
pared to point out aural symptoms compli- 
cating myxedema as characteristic as those 
occurring during an attack of Bright’s dis- 
ease, or even rheumatism or diabetes, at 
the same time the cases above mentioned 
will serve as an illustration of the import- 
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ance of our giving constant and proper 
recognition to the fact that many of the 
ailments that we are called upon to treat 
are only local manifestations of a systemic 
disease. 

Myxedema, like other conditions result- 
ing from faulty metabolism, is often most 
insidious in its development, taking many 
months, or in some cases even years, to 
produce a pronounced pathologic state or 
evoke symptoms that might lead to a proper 
diagnosis. This slow, destructive meta- 
morphosis, which apparently does not yield 
to any line of treatment, has, no doubt, 
caused many physicians to prescribe thy- 
roid extract in a purely experimental way, 
with surprise at the improvement resulting 
therefrom, especially in cases of impaired 
hearing, and in all probability this intelli- 
gent empiricism has been responsible for 
the so-called “thyroid treatment of deaf- 
ness.” , 

We are indebted, therefore, to the united 
labors of pathologists, physiologists, and 
clinicians for the discovery of one of the 
greatest, most positive, and definite thera- 
peutic remedies that has been applied to the 
relief of suffering mankind, for where in 
all the range of physical infirmity is the 
picture more pathetic than that manifested 
in the physical and intellectual degenera- 
tion incident to myxedema ? 

The second case, that of a woman about 
fifty-two years of age, consulted me with 
her attending physician, complaining of 
progressive failure of hearing, severe tin- 
nitus, and much difficulty in swallowing. 
Her face, hands, arms, feet, and legs were 
moderately swollen, the skin being dry and 
desquamating. She suffered from declin- 
ing mentality, headaches, and marked ner- 
vous irritability. Her tongue was consider- 
ably thickened. The entire auricle was 
swollen, being especially marked at the 
concha. Her voice was rough and rasping. 

An examination of the membrana tym- 
pani revealed little or no change from the 
normal. There was, however, a distinct 
hyperemia of the tympanic cavity, which 
could be plainly seen through the translu- 
cent drumhead. Indeed, the exudate con- 
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fined in the tympanic cavity reminded one 
of a case of hydrops ex vacuo. 

The third case, a woman about fifty-six 
years of age, consulted me on account of a 
sudden complete deafness of the left ear, 
which, however, was secondary to a pro- 
gressive loss of hearing, bilateral, extend- 
ing over several months. During the first 
few weeks she had several attacks of bleed- 
ing from the nose and mouth. The tongue 
was thickened and protruded slightly. The 
tinnitus aurium, which had been progres- 
sive, was most annoying. The pharynx, 
uvula, soft palate, and larynx were edema- 
tous, the latter, no doubt, accounting for 
the rough, deep sounds of the voice. The 
condition of the extremities and skin was 
similar to that in the preceding case, both 
patients presenting evidence of well-ad- 
vanced anemia. The nervous phenomena 
were likewise similar to those of the other 
case. In this patient the membrana tym- 
pani of each ear was decidedly red and 
edematous, so much so, indeed, that I 
deemed it advisable to incise the same, 
which resulted in the evacuation of some 
serosanguineous fluid. 

It is needless to say that both of these 
cases promptly improved on the adminis- 
tration of thyroid extract, and have since 
remained entirely free from all symptoms 
incident to the myxedema. It has been 
necessary, however, for them to continue 
taking the thyroid. 

The deafness and tinnitus aurium may 
be due to myxedematous thickening of the 
tympanic mucosa, or to the formation of 
myxedematous tissue at the base of the 
brain, where the eighth nerve is given off. 
In any event, the symptoms, both general 
and local, disappear as if by magic on the 
administration of thyroid extract. 

Dr. Robert Pitfield, in the American 
Journal of the Medical Sciences for July, 
1909, contributes an interesting history of 
two cases of myxedema, both of whom suf- 
fered from aural manifestations to a 
greater or less extent. One had deafening 
tinnitus and “all but total deafness.” The 
other case, sixty-two years of age, mar- 
ried, was so deaf that the doctor had to 
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shout in her ear; “her mentality was dull 
and slow, and she suffered extremely from 
cold.” 

Dr. Pitfield says of his case that “she 
had a dull brain as well as dull hearing; in- 
deed, her memory was so poor and percep- 
tions so slow that her daughter told me that 
she had to serve as brain and ears for her 
mother, and it quite wore her out to have 
to talk to her. Not only was her hearing 
bad, but she suffered from tinnitus to such 
an extent that she often summoned her 
family to answer the telephone when in 
reality no bell rang; she often heard pistol 
shots in her ears; she had hallucinations of 
sight, and frequently thought she saw peo- 
ple in her room when none were present. 
Dr. Wendell Reber examined her eyes, and 
he felt that her poor hearing was due to 
poor air conduction and probably to some 
labyrinthine involvement. Myxedematous 
infiltration of the pharynx and Eustachian 
tube was probably the cause. Under two 
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grains of thyroid extract three times a day 
her hearing was restored to the extent that 
she could take part in all conversation in 
her room in ordinary tones; her voice lost 
its raucous tone, and the scanning speech 
disappeared.” 

Lo summarize, the points of interest are 
that the patients suffered absolutely no pain 
in so far as their ears were concerned, not- 
withstanding that a serosanguineous fluid 
was evacuated in one case. 

The sudden deafness in one case was 
probably due to the serosanguineous fluid 
in the tympanic cavity. Improvement in 
the hearing, however, was not shown until 
the administration of thyroid extract. The 
underlying cause of deafness, therefore, in 
each case was probably a myxedematous 
thickening of the tympanic mucosa or the 
formation of a myxedematous exudate at 
the base of the brain, or a mixed lesion in 
which both of these conditions were pres- 
ent. 





BACTERIAL VACCINES. 


BY E, C. L. MILLER, M.D. 
[From the Research Laboratories of Parke, Davis & Co, Detroit, Michigan.] 


The first attempt to make use of the well- 
known fact that recovery from an infectious 
disease makes the patient immune to a sec- 
ond attack was when Lady Mary Wortley 
Montagu introduced into Europe the prac- 
tice of “inoculation smallpox.” In this 
procedure the person was actually infected 
with smallpox in order to protect him from 
smallpox, the inoculation smallpox usually 
being much milder than smallpox acquired 
in the regular way. This was soon super- 
seded by Jenner’s discovery that inoculation 
with cowpox would also protect the person 
from smallpox and was less dangerous than 
the other. The principle in both cases is 
the same, cowpox being but a modified form 
of smallpox, the modification being suff- 
cient to remove the danger but not suffi- 
cient to destroy the protection. 

No further advances were made until 
the science of bacteriology came into being. 
Pasteur with pure cultures of pathogenic 


bacteria in his hands and Jenner’s discovery 
in mind attempted to modify or attenuate 
these disease-producing germs, with the re- 
sult that anthrax vaccine made according to 
Pasteur’s method is used all over the world 
to-day. Thus far the work had all been 
along the line of prophylaxis—the transition 
to the therapeutic use of such products 
came in Pasteur’s antirabic treatment, in 
which, from the peculiar nature of the dis- 
ease, it is possible to institute prophylactic 
measures during the long period of incuba- 
tion. 

From the use of attenuated cultures to 
the use of killed cultures is but a step, and 
we thus arrive at modern bacterial vaccine 
therapy. As was the case with attenuated 
cultures, so with killed cultures they were 
first used for prophylactic purposes and 
later for curative purposes. The two most 
familiar instances of prophylactic use are 
the plague prophylactic employed so exten- 
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sively in India, and the typhoid prophylactic 
used first on a large scale in the Boer war 
in South Africa. 

The methods of preparing these prophy- 
lactic products vary somewhat; some grow- 
ing the germs on agar and then suspending 
them in physiological salt solution, others 
using bouillon cultures; some counting the 
number of germs per cubic centimeter, some 
weighing the moist mass of germs; some 
depending on the opalescence of the mix- 
ture or the number of cultures employed. 
Whatever the manner of preparation, these 
prophylactic vaccines consist of the germs 
in question in suspension in water. They 
are standardized in some way to a more or 
less definite strength and killed by moderate 
heat. They are injected subcutaneously in 
doses sufficient to produce very decided gen- 
eral symptoms, and two or three injections 
at intervals of ten days seem to give de- 
cidedly better protection than a single injec- 
tion. 

It is difficult to give exact figures on the 
results achieved because the work is with 
human beings, who cannot be rigidly con- 
trolled, but the general impression seems to 
be that those inoculated are less liable to 
contract the disease than those not inocu- 
lated, and the inoculated who do contract 
the disease are less liable to die than those 
not inoculated. In short, prophylactic inoc- 
ulations reduce both the morbidity and the 
mortality of the disease. This is shown 
most clearly in the European soldiers who 
go to the tropics, and less clearly in at- 
tempts to immunize the natives themselves. 
For example, in the British army from 
March 1, 1906, to February 28, 1907, among 
4884 men inoculated against typhoid and 
157,033 not inoculated, the statistics com- 
piled show the following results: 


‘Per cent Per cent 

of cases. of deaths. 
Inoculated ...... 2.66 0.20 
Not inoculated... 6.48 81 


The therapeutic use of killed bacteria is 
intimately associated with the name of Sir 
A. E. Wright, of London. He it was who 
worked out the dosage and rational indica- 
tions for treatment and thus made their 
general use possible. Most bacterial vac- 


cines used in this country are made accord- 
ing to Wright’s method, which in brief is 
as follows: 

A culture of the germ on inclined agar 
usually twenty-four hours old is washed off 
with physiological salt solution and very 
thoroughly shaken to separate the germs 
one from another. A small sample is then 
reserved for assay, and the remainder heat- 
ed at 55° to 60° C. for one-quarter to one 
hour, depending on the germ. After being 
killed it is diluted to the desired strength 
with physiological salt solution containing 
some antiseptic preservative such as 0.2 per 
cent of trikresol or lysol or 0.5 per cent of 
carbolic acid, and tested by injection into 
animals and by incorporation into nutrient 
culture media. The usual method of deter- 
mining the strength of a vaccine is by 
counting the number of germs per cubic 
centimeter. This can be done very simply 
by mixing equal volumes of fresh normal 
blood and the vaccine, spreading this mix- 
ture out as a thin film on a slide and stain- 
ing. When examined under the microscope, 
one sees both red blood cells and bacteria 
scattered over the field, and by counting one 
can determine the ratio the bacteria bear 
to the red cells. Knowing as we do that 
normal blood contains about five thousand 
million red cells per cubic centimeter, we 
can at once determine the absolute number 
of bacteria per cubic centimeter by a pro- 
portion as follows: 

The number of red cells counted is to the 
number of bacteria counted as five thousand 
million is to the number of germs per cubic 
centimeter in the vaccine. 

The best known and most widely used of 
the bacterial vaccines is that made from the 
staphylococci, and in pure staphylococcic 
infections the results have been remarkably 
good. Numerous observers report uniform- 
ly good results in treating boils and car- 
buncles, many using stock vaccines. The 
cases of pure staphylococcic septicemia, al- 
though few in number, have mostly done 
well under vaccine treatment. However, in 
these cases personal vaccines and the control 
of treatment with the opsonic index are 
highly desirable. Staphylococcus vaccines 
are also very useful in the numerous cases 
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in which the staphylococci are found as a 
secondary infection. Probably the best 
known example is its use in acne. The 
exact etiology of acne is still somewhat ob- 
scure, but the disfiguring pustular condition 
can be cleared up by the use of stock vac- 
cines of staphylococci and often a complete 
cure effected. The cure of osteomyelitis, 
psoas abscess, various fistule. and chronic 
discharges is often greatly hastened by the 
administration of staphylococcus vaccines, 
thus reducing the effect of the secondary in- 
fection. 

In diseases of known streptococcic origin 
the results have been very encouraging. A 
number of cases of septic endocarditis have 
been cured, and several men report erysipe- 
las cases successfully treated. In these 
cases stock vaccines may be used at first, 
but if at all possible personal vaccines 
should be prepared and their administration 
should be controlled by readings of the 
opsonic index. Streptococci are undoubt- 
edly connected in some way with scarlet 
fever, but the results so far in the treatment 
of scarlet fever with streptococcus vaccines 
have not been encouraging. The relation 
of streptococci to rheumatism and chorea 
is still problematical. Patients with pul- 
monary tuberculosis complicated by a sec- 
ondary infection with streptococci are fre- 
quently greatly benefited by the administra- 
tion of streptococcus vaccines. 

Gonococcus vaccine is usually not given 
during the acute urethritis, though some 
have reported good results from the use of 
small doses frequently repeated. It is more 
often given to help clear up an old discharge 
that persists in spite of all other treatment. 
It is also indicated in all cases after the 
acute stage has passed to hasten complete 
recovery. Owing to the difficulties encoun- 
tered in attempting to grow the gonococcus, 
stock vaccines are usually employed. There 
is more variation in the doses employed 
than with most other germs, running all the 
way from five million to one thousand mil- 
lion germs. 

Pneumococcus vaccine has been used with 
some success in cases of local pneumococcic 
infection, as in the antrum, middle ear, etc., 
but its use in acute lobar pneumonia has 
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been sadly disappointing, unless the recent 
work by Leary of Boston proves successful. 

Typhoid vaccines, although fairly suc- 
cessful in the prevention of typhoid fever, 
have not been of value in treating the dis- 
ease nor in removing the bacillosis of so- 
called typhoid carriers. 

The bacillus coli communis may be a 
factor of sufficient importance to justify 
treatment with a colon vaccine. This is 
especially true in colon infections of the 
genito-urinary tract and of the biliary tract, 
and many cases have been reported showing 
good results. 

Many people are very susceptible to 
“colds,” and attempts have been made to 
increase the resistance of such people by the 
use of vaccines made from the organisms 
found on the mucous membrane of the res- 
piratory tract during this condition. Among 
those so used’are: Micrococcus catarrhalis, 
bacillus influenze, bacillus septus, bacillus 
of Friedlander, streptococci, staphylococci, 
and pneumococci. These are sometimes 
used separately and sometimes combined. 
Good results have been reported, but it is 
too early to say what permanent value such 
vaccines will have. 

In thus going over the field of bacterial 
vaccines several considerations press them- 
selves upon our attention: 

1. Specific therapy presupposes specific 
diagnosis. The physician must know what 
germ is producing the trouble before he can 
know what vaccine to administer. A patient 
with a streptococcic pyemia will not be 
greatly benefited by the administration of a 
pneumococcus vaccine, nor will an infection 
with the bacillus coli be cleared up by ad- 
ministering a staphylococcus vaccine. It 
means that the physician must become some- 
thing of a bacteriologist before he can suc- 
cessfully administer these vaccines. He 
must at least be able to recognize the differ- 
ent germs, and if he expects to make up 
personal vaccines he should be much more. 

2. In regard to stock vaccines versus per- 
sonal vaccines the following general state- 
ment is about correct: Stock vaccines must 
be used in the case of tuberculosis and 
gonorrhea because of the technical difficul- 
ties encountered in trying to grow the germs 
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for personal vaccines. Stock vaccines of 
the staphylococci will in most cases give 
about as good results as personal vaccines 
and are largely used, while for all other 
germs personal vaccines are superior to 
stock vaccines. With this latter class of 
cases many physicians begin treatment with 
a stock vaccine, and later, if the case does 
not progress satisfactorily, they change to a 
personal vaccine, which by that time can 
have been gotten ready. 

Our artificial classification of the organic 
world into genera and species is not sup- 
ported by hard and fast lines in nature, liv- 
ing forms tending to occur in groups. Im- 
munity is not confined to the species or 
genus, but extends to the group. For ex- 
ample: the blood serum of a rabbit im- 
munized to horse blood will hemolyze not 
only horse blood, but also to a less degree 
the blood of the ass and zebra. An anti- 
serum to sheep blood will also react some- 
what with the blood of the ox and antelope, 
while the blood serum of a rabbit injected 
with human blood will to some extent 
hemolyze the blood of the higher apes. In 
the same way the injection of one particular 
strain of streptococci will immunize the 
patient not only to that one strain, but more 
or less to the whole group of streptococci. 
It is this overlapping of the immunity onto 
closely related strains that explains the 
value of stock vaccines. If, as frequently 
happens in polyvalent vaccines, the stock 
vaccine contains a strain identical with the 
germ causing the trouble, it will give en- 
tirely satisfactory results. If none of the 
germs in the vaccine exactly correspond to 
the strain in the patient, the stock vaccine, 
though valuable, will not be as good as a 
personal vaccine. 

3. In the regulation of the dosage the aim 
is to produce the greatest amount of posi- 
tive phase consistent with the least amount 
of negative phase, or, from the clinical 
standpoint, the practice is to give as large 
a dose as you can and not produce a reac- 
tion. A very slight reaction does no harm, 
but a strong reaction is to be avoided. In 
any particular case the best practice is to 
give a dose that is certainly safe and then 
increase it up to the production of a slight 
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reaction. There is considerable variation in 
the size of dose employed by different work- 
ers with all germs, but with gonococcus 
vaccines the variation is enormous, running 
from five millions up to hundreds or even 
thousands of millions. This variation is 
probably due partly to the different strains 
of germs used in making the vaccines, and 
especially to the different methods of man- 
ufacture. 

The intervals between doses are usually 
rather arbitrarily chosen, running from two 
or three days up to seven to ten days. 
As a rule in acute conditions the inter- 
vals should be shorter and the size of dose 
smaller than in chronic states. Often the 
patient by his own feelings can tell when 
the positive phase, corresponding to the 
period of improvement, is passing off; the 
next injection should be given before this 
stage has entirely disappeared. 

4. Attempts to administer vaccines by the 
mouth or by the rectum have not met with 
success. The subcutaneous tissue seems to 
be eminently fitted for the absorption of 
vaccines and the resulting stimulation of 
immunity production. 

Vaccine therapy is by no means a pan- 
acea. Many attempts have been made to 
extend serum therapy to all sorts of dis- 
eases, but valuable results have been ob- 
tained only in the few diseases in which the 
toxin produced dominates the situation. 
When this toxin is injected into horses, they 
become immune to it by virtue of an anti- 
dote found in their blood. This antidote 
or antitoxin can be used to neutralize the 
toxin in a patient. When, however, the 
important factor is not the neutralizing of a 
toxin, but the destruction of invading bac- 
teria, the problem is not so simple. Horses 
can be immunized to these germs, but the 
transferring of their immunity to the pa- 
tient is the difficult part. Under these cir- 
cumstances the natural recourse is to im- 
munize the patient direct, and this is done 
by the administration of bacterial vaccines. 
Serum therapy has been narrowed down to 
a very few diseases; vaccine therapy will 
in time probably be applied only in certain 
conditions, but just what those conditions 
will be it is too early yet to say. 

















THE RATIO OF BLOOD-PRESSURE TO PULSE-RATE IN CROUPOUS PNEU- 


MONIA FROM A DIAGNOSTIC AND THERAPEUTIC STANDPOINT. 


BY H. A. HARE, M.D., 
Professor of Therapeutics in the Jefferson Medical College of Philadelphia; Physician to the Jefferson Hospital. 


I think it will be generally admitted that 
in the course of an attack of croupous pneu- 
monia the factor which gives us most con- 
cern is the state of the circulatory system. 
I have long held and taught that an intact 
vascular mechanism is as essential to life 
as an intact cardiac mechanism, and I have 
long believed that aside from the formation 
of heart clot and myocardial degeneration 
produced by toxemia the chief cause of 
death in this disease is vascular relaxation 
or paralysis, as the result of which the pa- 
tient bleeds to death into his own blood- 
vessels, so that his heart becomes exhausted 
by rapid beating in an endeavor to maintain 
an adequate arterial pressure. In some 
cases, too, a falling arterial pressure not 
only shows that the vasomotor center is 
depressed and the arterial walls relaxed 
from this cause and from failure of the 
muscular fibers of these vessels, but also 
that the heart is failing, and so is unable to 
maintain blood-pressure. 

It is not my intention, however, to enter 
into a discussion of the general treatment 
of croupous pneumonia, but to call attention 
to a prognostic, diagnostic, and therapeutic 
factor to which I believe G. A. Gibson, of 
Edinburgh, first called attention in the 
Edinburgh Medical Journal for January, 
1908, in the course of an article entitled 
“Some Lessons from the Study of Arterial 
Pressure.” This important observation of 
Gibson’s is buried in a paragraph dealing 
with another matter, and this accounts in 
all probability for the fact that compara- 
tively little attention has been paid to it. 
To use Gibson’s words, “a pressure appre- 
ciably below normal in pneumonia is in- 
variably of evil omen, and any considerable 
fall bodes disaster. When the arterial pres- 
sure, expressed in millimeters of mercury, 
does not fall below the pulse-rate expressed 
in beats per minute, the fact may be taken 
as an excellent augury; while the converse 
is equally true. From the work of the last 
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few years in my own wards no fact is more 
certain than this.” To this matter attention 
has again been called in a valuable article 
which is published in the Edinburgh Med- 
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Fatal croupous pneumonia. The blood-pressure, shown 
by the open circles, is below the pulse-rate and could not be 
raised by stimulants. 
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ical Journal for January, 1910, by G. A. 
‘Gordon. Gordon’s results are entirely in 
accord with those of Gibson. In fifteen 
cases of pneumonia which he studied there 
was not a fatal result when the blood-pres- 
‘sure, expressed in millimeters of mercury, 
was maintained above the pulse-rate per 
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persistently below the pulse-rate, but these 
cases will be few.” 

During the past few months I have had 
in my wards in the Jefferson Medical Col- 
lege Hospital a considerable number of 
cases of croupous pneumonia occurring in 
patients widely separated in years of age 


Case of croupous pneumonia in which the near approximation of blood-pressure and pulse-rate required active stimu- 


‘ation, thereby saving life. 
line from bottom of chart represents blood-pressure. 

minute, and in only one case did it happen 
that recovery occurred after the blood-pres- 
sure was persistently below the pulse-rate. 
This patient got well by the immediate ad- 
ministration of strychnine, quinine, and 
strophanthus, which, to some extent, re- 
stored the normal ratio. Gordon adds: “It 
may be one’s good fortune sometimes to 
‘save a case in which the blood-pressure is 





With the occurrence of crisis the pulse-rate and the blood-pressure was slightly raised. Third 


and in physical condition, widely separated 
also as to the size of the pulmonary lesions, 
as to the degree of toxemia, and as to the 
previous history and the state of such im- 
portant organs as the heart and kidneys. The 
results which I have obtained fully corro- 
borate the observations made by Gibson, and 
later by Gordon. In all cases in which the 
blood-pressure fell to the pulse-rate or be- 








low it, active stimulation was instituted. In control therapeuti 
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Case of croupous pneumonia. Blood-pressure normal and well separated from pulse 
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c measures by the study 


those cases in which the blood-pressure bore of the first sound of the heart, the pul- 
a normal ratio to the pulse-rate, and the monary second sound, and the aortic sound, 


ae 


-rate. No treatment by stimu- 


lants needed. Third line from bottom of chart represents blood-pressure. 





In the past we have been accustomed to 





heart signs were satisfactory, no treatment by the results obtained by palpation of the 
by drugs was resorted to. radials, by the degree of dyspnea and 
amount of cyanosis and venous turgescence. 
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It is not necessary to state that these obser- gent trained nurse or resident physician is 
vations should be continued, but the point at hand, observations can be made so fre- 
which I wish to emphasize is that by the quently in the absence of the attending phy- 
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Case of croupous pneumonia. Blood-pressure low, often crossing pulse-rate, requiring constant stimulation. Third line 
from bottom of chart represents blood-pressure. 
use of the sphygmomanometer we can keep sisian that any tendency to circulatory fail- 
track of the patient from day to day, record ure can be discovered, and equally promptly 
his circulatory state, and when an intelli- combated. 

















A REVIEW OF THE VARIOUS THERAPEUTIC MEASURES THAT HAVE BEEN 
SUCCESSFULLY EMPLOYED IN THE DEPARTMENT OF ORTHOPEDIC 
SURGERY IN THE JEFFERSON MEDICAL, COLLEGE HOSPITAL 
—TREATMENT OF BONE TUBERCULOSIS. 


BY H. AUGUSTUS WILSON, M.D., 
Professor of Orthopedic Surgery, Jefferson Medical College, Philadelphia, Pa. 


The modern treatment of bone tubercu- 
losis is based upon the conception that 
tuberculosis in bones varies from its mani- 
festation when the lungs are involved. 
Scientists are still working at the problem 
with efforts toward determining whether 
there is distinction between bovine tubercu- 
losis and human tuberculosis. It seems ra- 
tional to consider the manifestations in bone 
as being of the type referred to as bovine 
tuberculosis, whereas the manifestations in 
the lungs are to be ascribed to human tu- 
berculosis. The clinical evidence is con- 
stantly accumulating determining the condi- 
tions in the varying methods of progression 
in these two types of involvement. It is a 
matter of observation that patients afflicted 
with bone tuberculosis may have one or 
more joints affected; secondary involve- 
ments often affect various parts of the 
body, but it is uncommon for such patients 
to have primary lung involvement, and ex- 
tremely rare for them to have even a secon- 
dary lung involvement. On the other hand, 
those who have made an extensive study of 
lung tuberculosis find very little tendency 
to secondary involvement of the osseous 
structure in phthisical patients. 

At the Phipps Institute (Fourth Annual 
Report of Phipps Institute, Feb. 1, 1906, to 
Feb. 1, 1907), during a period of four 
years, ending February 1, 1907, three thou- 
sand seven hundred and thirty-three pa- 
tients showed some tuberculous lesion, for 
the most part pulmonary, only fifty-five of 
which, or 1.47 per cent, gave a history of 
tuberculosis of the bones or joints. 

In the extreme cases of emaciation that 
occasionally follow bone tuberculosis, sec- 
ondary involvements of the abdominal or- 
gans have been observed, and when amyloid 
degeneration has affected the entire system, 
the lungs have in many instances been free 
from actual evidence of tuberculosis. 


Again, the matter of infection and the 
transmission of lung tuberculosis, from one 
patient to another, by inhalation or by direct 
invasion through the various channels, has 
been regarded as sufficient to necessitate 
urgent measures against such invasion by 
resorting to elaborate methods of segrega- 
tion and sterilization in private houses and 
in homes for phthisical patients, as well as 
in hospitals. 

In bone tuberculosis this has never been 
attempted or considered necessary, even 
though the discharges from bone abscesses 
have been excessive. Laboratory research 
has demonstrated the presence of the bacil- 
lus in the moist sputum of patients with 
lung tuberculosis, and in the dry sputum in 
rooms occupied by patients with lung tuber- 
culosis. In the discharges that have taken 
place from patients with bone tuberculosis 
no distinct evidence of the presence of the 
bacillus of tuberculosis can be constantly 
found. The occasional finding of the bacil- 
lus is rather an indication of an occasional 
activity, while the impossibility of relying 
upon such demonstration shows its lack of 
constancy. The discharges that occur in 
bone tuberculosis are rarely ever of a pure 
culture. A long-standing sinus, whether 
carefully guarded or not, is a point for 
mixed infection, and therefore the labora- 
tory reports are more apt to consider the 
findings as staphylococcus than of the bacil- 
lus of tuberculosis. The virulence that has 
been observed in bone tuberculosis can be 
more readily explained by the presence of 
the staphylococcus than by the presence of 
the bacillus of tuberculosis. (“The Clinical 
Significance of the So-called Acute Stage 
of Bone Tuberculosis,” Penna. Med. Jour- 
nal, July, 1907.) 

In the consideration of bone tuberculosis 
it is necessary to consider the affection as a 
simple infection, irrespective of the subse- 





quent mixed infection that is found in 
sinuses, 

The advancement that has been made in 
the rational treatment of lung tuberculosis 
has been accepted as an indication that the 
same general lines of treatment would pro- 
duce correspondingly good effects in bone 
tuberculosis, and in recent years tremendous 
strides have been made toward keeping pa- 
tients out of bed and inducing activity very 
much on the same lines as are so efficiently 
carried out in the treatment of lung tubercu- 
losis. (“Modern Tendencies in the Treat- 
ment of Bone Tuberculosis,’ American 
Medicine, November, 1907.) 

The general tendency in patients affected 
with bone tuberculosis is toward inactivity, 
and this, supplementing the essential condi- 
tion of local stasis at the point of involve- 
ment, leads to still further virulency of the 
tuberculous process. It is a well-recognized 
fact that confinement in bed tends to pro- 
duce loss of appetite, general inactivity, and 
increased emaciation, all of which may in- 
crease the factor of lack of resistance on 
the part of the patient. The general prin- 
ciples of treatment applicable to inflamma- 
tory joints would seem to indicate the ne- 
cessity for prolonged confinement in bed. 
The fallacy, as applied to bone tuberculosis, 
is apparent in that the processes of invasion 
by the bacillus of tuberculosis are not in- 
flammatory, and therefore the method of 
treatment applicable to bone or joint in- 
flammation is inappropriate in the treatment 
of bone tuberculosis. Inflammatory condi- 
tions of bones and joints have acute and 
rapid onset and tend toward rapid action in 
destruction as well as in repair, whereas in 
bone tuberculosis the process is essentially 
chronic in its insidious onset. It is dis- 
tinctly non-inflammatory, the process being 
one of breaking down and of disintegration, 
and as well of repair in a very sluggish 
manner. 

Post-mortem and postoperative inspec- 
tions of joints and bones near to joints have 
many times revealed the presence of simple 
foci which have evidently been previously 
the sites of bone tuberculosis. Many of 


these spots are small cavities where the 
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bone structure has been broken down and 
destroyed. Others of them have been 
walled in, leaving within a cavity containing 
broken-down bone cells and fibrous tissue; 
and again, many of them show complete 
consolidation by deposition of new bone 
within the cavity, giving resemblance to 
small ivory-like balls surrounded by cancel- 
lous structure. The presence of these vari- 
ous white spots would seem to be incapable 
of any other interpretation than that they 
have at some time been the site of bone 
tuberculosis, and the process has been ar- 
rested by circulatory activity, strong resist- 
ance of the constitution, recuperation, and 
repair, without external manifestation or 
loss of joint function. On the other hand, 
where excessive bone and joint destruction 
has occurred, it seems rational to suppose 
that instead of arresting the process as in 
the instances noted above, the conditions of 
the patient’s general health have tended to 
an increasing destruction of the cancellous 
structures to such an extent as to make 
restoration without loss of function im- 
possible. 

At the present time there is ample evi- 
dence to warrant the assertion that the 
bacillus of tuberculosis may be present in a 
patient’s system and be perfectly harmless 
so long as there is absent a fertile field nec- 
essary for its development. If there is ac- 
tivity of circulation, the bacillus can be 
present and be innocuous; all of witich must 
be accepted as indicative of the necessity of 
maintaining a strong vitality to encourage 
strong resistance against the invasion of the 
bacillus, and to enable the patient to quickly 
overcome the effect when an invasion has 
occurred. 

In the consideration of the treatment of 
bone tuberculosis nothing can be more im- 
portant than its early recognition, for which 
purpose great care must be used in differen- 
tiating the various conditions with which it 
has been confused in the past. There is 
urgent demand for most critical examina- 
tion of every part likely to be involved in 
children giving evidence of the symptoms 
that may be ascribed to bone tuberculosis. 
A child having the characteristic muscular 






































rigidity, night cries, the aching pains, the 
intermittent limp, and the manifested lack 
of mechanical function that may indicate 


primary or incipient bone tuberculosis, 
should never be allowed to go without a 
most thorough examination. The fact that 
these manifestations are intermittent often 
tends to disarm suspicion. The fact that a 
child had a limp or disability which sub- 
sided is often accepted as evidence that the 
condition was one so often called “growing 
pains.” 
frequently employed to excuse ignorance or 
carelessness, whereas the presence of pain 
should necessitate critical analysis to accu- 
rately determine its character. It is difficult 
to believe that growing pains are an actual 
occurrence, and it is still harder to believe 
that the process of growing is a painful 
one, and therefore it would seem wise to 
make every effort to avoid the use of the 
term. 

The importance of the early recognition 
of bone tuberculosis is so great as to de- 
mand critical, careful attention, because at 
this stage bone tuberculosis can be arrested 
in its progress so that joint involvement 
may be prevented, to the end that no or- 
ganic disturbance of a joint can affect its 
subsequent function. The early recourse to 
rational therapeutics is often hindered by a 
false conception as to the etiology, and 
therefore it is important to consider the 
so-called effect of trauma in the production 
of bone tuberculosis. 

An extensive experience has confirmed 
the view that traumatism bears no relation- 
ship whatever to bone tuberculosis. Nicho- 
las Senn (“Tuberculosis of Bone and 
Joints,” N. Senn, 1892, p. 93) has strong- 
ly emphasized this when he stated that 
severe direct trauma was far more apt 
to prevent bone tuberculosis than to 
produce it; that the temporary congestion 
followed by active circulation did not pro- 
vide the essential stasis that was necessary 
for the development of bone tuberculosis. 
The history obtained from patients almost 
invariably ascribes a fall or direct injury, 
whereas it is an almost invariable fact that 
such fall or injury was of too recent oc- 


The term “growing pains” is too 
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currence to explain the existing condition 
in the individual patient. The existence of 
joint involvement in the usual course of 
events must have occupied months in reach- 
ing the condition, whereas the fall which 
the parents often state as having occurred 
within a few weeks can have no bearing 
upon the present condition. The applica- 
tion of remedies for contusions resulting 
from falls is inappropriate for bone tu- 
berculosis, and their use postpones a correct 
diagnosis. The time is allowed to pass 
when therapeutic measures should be most 
advantageous, and often the best that can 
be expected is an arrest of progress of the 
disease. 

The modern tendency in the treatment of 
bone tuberculosis, being based uporran early 
recognition, has for its principal object 
efforts toward activity with restraint of the 
affected joint. Experience shows that a 
patient will not use the joint that is painful, 
but when it is painless he will continue to 
use it even after there is evidence of exten- 
sive bone tuberculosis. Weight-bearing 
does not appear to be injurious if this 
weight-bearing can be free from the fric- 
tion that is present in the normal use of 
joints. The advantages of activity lie in 
the increased circulatory activity and the 
avoidance of stasis. The prevention of mo- 
tion eliminates friction and destruction of 
joint surfaces by grinding, and experience 
teaches that weight-bearing is not injurious. 
The former method of confinement in bed 
of patients affected with bone tuberculosis 
had for its object the relief from friction 
as well as the relief from weight-bearing. 
Its disadvantages of greater emaciation 
tended to a production of rapid increase of 
the stasis, which condition is not found 
when patients are allowed weight-bearing 
with restraint. The weight-bearing method 
opens up an entirely new field, in that pa- 
tients are enabled to be out-of-doors with 
such occupation as may be conducive to 
healthful, natural life. The benefits of ac- 
tivity with restraint have many times been 
witnessed when patients presented them- 
selves with conditions which appeared to 
necessitate surgical procedure for the relief 
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of tuberculous abscess accumulations. 
Their general condition of emaciation was 
so great as to necessitate a sojourn at the 
seashore or in the country in order to build 
up their general strength preparatory for 
the shock of anesthesia and of operation. 
So many times have patients, after a month 
or six weeks’ time, returned in robust health 
and activity, with no trace left of the for- 
mer abscess accumulation, that we now look 
upon the avoidance of surgical interference 
as being most conducive to the ultimate re- 
covery of the patient. (“Outdoor Life 
versus Confinement in the Treatment of 
Bone Tuberculosis,’ Penna. Med. Journal, 
January, 1906.) 

A great deal of attention has been given 
in recent years to the subject of feeding 
patients with bone tuberculosis, the ten- 
dency being rather in the line of overfeed- 
ing than feeding to meet the individual re- 
quirements of a given patient. A patient 
who is confined in bed cannot be expected 
to have an appetite that will tend to the 
proper assimilation of the ingested food, 
and therefore there is quickly a repugnance 
for even the most condensed and well- 
arranged diet. It would seem most import- 
ant to consider the matter of appetite as of 
paramount importance to the subject of 
feeding, because with a proper appetite, in- 
duced by desire, that which would be other- 
wise repugnant will become attractive, and 
the patient can be prevailed upon to take 
a greater quantity of easily digested and 
nourishing food with assurance of its proper 
assimilation. 

The mental as well as the physical occu- 
pation of the patient requires that in addi- 
tion to the outdoor life there should be the 
occupation natural to the patient, whether 
child or adult. In this the constant devo- 
tion of a trained nurse can often induce a 
patient to play who has been accustomed to 
confinement. One needs but to spend a 
short time at any of the children’s seashore 
sanatoria to be convinced of the enormous 
appetite and happy tendency toward repair 
that follows such a method of procedure. 

Methods which are most likely to induce 
complete restoration of function when the 





involvement is in what is often referred to 
as the incipient stage, can be equally well 
adopted when the conditions have gone on 
to more or less greater destruction of a joint 
or joints. It is not uncommon for us to see 
patients with sinuses that have been drib- 
bling pus for many years go to the seashore 
for a matter of a few months, and return 
with complete closure of the sinuses with 
distinct evidence of repair at the point of 
bone abscess, and while this is possible in 
the majority of patients affected with sin- 
uses, they often require additional means to 
expedite recovery. 

The former method of washing out these 
sinus tracts with various antiseptic solutions 
seemed to be proper, although closure rarely 
followed. The explanation seems to be that 
the lining of the sinus tracts was of a type 
of spongy, fungus-like material that 
drained pus when moist. The principles in- 
volved in the use of Beck’s bismuth-vase- 
lin and paraffin injection are based upon the 
fact that the sinus tracts were kept dry in- 
stead of moist as in former times. The 
closure of the sinus prevented further risk 
of mixed infection, and ample evidence is at 
hand at the present time that such sinuses, 
when a sequestrum is not present, can be 
closed in the course of a few weeks’ time, 
and remain permanently closed without dis- 
advantage to the patient. This method 
marks one of the important eras in the 
treatment of bone tuberculosis. (“Fistu- 
lous Tracts, Tuberculous Sinuses, and 
Abscess Cavities,’ Emil G. Beck, Journal 
Am. Med. Assn., March, 1908.) 

A great deal of discussion has taken 
place as to whether the beneficial effect of 
Beck’s preparation was due to the bismuth 
or to the simple fact of keeping the sinuses 
dry. Various attempts have been made to 
avoid the use of bismuth and still obtain the 
same beneficial effects. As a result of the 
various investigations, it has been definitely 
determined that bismuth was not essential 
and could therefore be dispensed with. 

Ridlon and Blanchard (“Further Obser- 
vations upon the Bismuth Paste Treatment 
of Tuberculous Sinuses,” American Journal 
Orth. Surg., August, 1909, p. 35) state: 
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“To avoid danger of bismuth poisoning, and 
believing that bismuth is not a necessary 
constituent of a flooding paste, we have 
adopted the following formula for the treat- 
ment of old tubercular sinuses: 


White wax, 1 part; 
Vaselin, 8 parts. 
Mix while boiling. 


“Add for use in badly infected cases 
1/10 to 1/2 of 1 per cent of powdered 
iodine at moment of injection. Iodine 
scales may be reduced to a powder in a 
mortar by the addition of 20 per cent of 
potassium iodide.” 

The original method devised by Beck was 
based upon the methods that were in use of 
obtaining radiographs of the stomach. Pa- 
tients were instructed to drink milk in 
which bismuth was placed in order to afford 
an obstacle to the x-ray and show a shadow 
of the outlines of the stomach. Beck em- 
ployed bismuth in vaselin for the purpose of 
determining the extent and ramifications of 
tuberculous sinuses, and discovered that in 
such patients the sinuses closed, and in 
many instances remained permanently 
closed. The vaselin preparation, as em- 
ployed by Beck, too easily escaped from the 
sinus tract because of its low melting point, 
and therefore the second preparation was 
devised by Beck for the purpose of carrying 
the mixture of bismuth into a sinus tract 
and having it remain there when cool. The 
preparation was made of paraffin, white 
wax, vaselin, and bismuth of such propor- 
tion as to melt at a temperature of 105°: 

Bismuth subnit., 3ij ; 
White wax, 3ijss; 
Paraffin, 3ijss ; 
Vaselin, 3ij. 

Ridlon and Blanchard have obtained 
equally good #-rays by avoiding the bis- 
muth, and in place thereof using subcar- 
bonate of iron 1 part and white vaselin 2 
parts (Amer. Jour. Orth. Surg., August, 
1909, p. 142). The writer’s experience has 
been that the use of Beck’s number 2, with- 
out the bismuth, has shown equally bene- 
ficial effects. 

In using any of the preparations for the 
closure of sinuses, it is customary to dry- 
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swab the sinus tract as far as this is pos- 
sible, through the external opening, then 
removing as much of the fungus-like lining 
of the sinus tract as possible, upon comple- 
tion of which the wax preparation is in- 
jected. A water-bath is used to melt the 
wax, and when the syringe is sufficiently 
warm to prevent consolidation, the wax is 
drawn into the syringe, the nozzle inserted 
into the sinus tract, and with all the force 
that is required the wax is injected so as to 
go into every ramification of the sinus tract. 
If there are any other openings communi- 
cating, they should be firmly closed with 
gauze to prevent the escape of the wax. 
Usually an anesthetic is not required, inas- 
much as the process is not seriously painful 
and can easily be borne by the patient. 

The effects to be obtained by the use of 
the «-ray have received a great deal of at- 
tention in the course of the last few years. 
At the present time there is no definite data 
at hand to show that the +-ray is of more 
value than as an aid in diagnosis. In the 
very early conditions of tuberculous infec- 
tion the x-ray may fail to reveal definite 
conditions, when symptoms are sufficiently 
well marked to give assurance of its pres- 
ence. The explanation of this lies in the 
difficulty of discerning bone destruction 
when it is localized in a small spot in the 
cancellous structure of the bone. If the 
exposure is too short, the actual bone struc- 
tures will not be clearly shown. If the 
exposure is too long, there will be too much 
penetration of the bone, and again failure 
to show the actual changes in structure. It 
is possible to have six or more plates made 
of the same parts in the same position, and 
to find in only one of them distinct evidence 
of a minute cavity which the others fail to 
reveal. The elaborate technique as well as- 
the extensive skill of a radiographer should 
be supplemented by the diagnostic skill of 
the clinician in determining the proper 
focus and in the interpretation of the re- 
sulting plates. The plate that results neg- 
atively should never be accepted as a posi- 
tive assurance of the absence of bone de- 
struction. On the other hand, the presence 
of a distinct cavity or loss of bone structure 
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shown in the .-ray plate is a confirmation 
of the clinical data. 

Bier’s hyperemia (Hyperemie als Heil- 
muth, 1903) applies a rational principle in 
inducing venous engorgement where stasis 
previously existed. It therefore, by oppos- 
ing stasis, provides active blood current and 
facilitates the action of the phagocytes. The 
method of application that has been adopted 
is to employ a very thin and elastic rubber 
bandage four inches wide encircling the leg 
or arm on the cardiac side of the joint in- 
volved. The bandage should be applied 
with sufficient compression to shut off the 
venous return and to materially affect the 
arterial circulation. It should never stop 
the arterial blood, and therefore pulsation 
at some point on the distal side of the 
bandage should be taken as a guide to the 
elastic band compression. 

If the bandage is too tight, it will act 
like the Esmarch bandage used in opera- 
tions: the extremity will soon assume a 
livid appearance, and no pulsation will be 
detected, thereby indicating that the entire 
circulation of the part has been arrested. 
The effect of such faulty application is de- 
structive and not reconstructive, it increases 
the stasis instead of diminishing it, and be- 
ing irrational, should be avoided. When 
pulsation is watched and shows diminished 
frequency of arterial beat, with increased 
tension, one can generally assume that the 
correct compression of the elastic bandage 
has been obtained. Inasmuch as the venous 
circulation is shut off, the labored. arterial 
current produces first engorgement of the 
venous current, and this is relieved by the 
elasticity of the bandage, permitting escape 
of the venous blood toward the heart. The 
superficial veins become _ conspicuously 
prominent, showing that the venous capil- 
laries must be likewise engorged and dis- 
tended, and as well the arterial capillaries. 
The point of invasion of the tuberculous 
process is flushed by the very active blood 
current, detritus is washed out into the 
venous circulation, and there is supplied the 
new vitalized arterial blood carrying its 
beneficial influences. 

It is customary to apply the elastic band- 
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age for an hour at a time every day, or 
more or less frequently, as the individual 
requirements of the patient demand. The 
beneficial effects of Bier’s hyperemia can be 
best secured when the knee or foot or elbow 
or hand is involved, as the bandage can be 
applied above the knee or above the elbow. 
When the hip or shoulder is affected, the 
bandage cannot of course be applied upon 
the cardiac side of these joints, and recourse 
is had to other methods of stimulating in- 
creased activity of the circulation. Heat 
applied to the surface of the hip and shoul- 
der usually induces increased activity of the 
superficial veins, and it is proper to infer 
that the deeper structures also partake in 
the circulatory activity. (“Hot Air in Joint 
Diseases,” Annals of Surgery, February, 
1899.) 

Tuberculous abscess accumulations should 
be considered as symptoms of bone involve- 
ment and never looked upon as the primary 
conditions. In this view there is no neces- 
city for surgical interference, except where 
the accumulation is extremely large or 
threatens spontaneous rupture. Tubercu- 
lous abscesses may be, and often are, ab- 
sorbed when the patient’s general health and 
powers of resistance are in good condition. 
Such an accumulation should never be al- 
lowed to rupture, as experience has demon- 
strated that the point where there is the 
least resistance to the abscess is often a 
most undesirable position. In all probabil- 
ity the rupture will be followed by a more 
or less perpetual sinus inviting infection 
with other bacilli than tuberculosis, and the 
mixed infection that follows tends toward 
increased activity of the discharge. Re- 
course should be had to every available 
method of inducing improvement of the 
general health of the patient by outdoor 
life, induced appetite, careful feeding, and 
strict attention to hygiene. Surgical inter- 
ference in abscess accumulations having 
their origin in bone tuberculosis is rarely 
ever followed by rapid or sound repair be- 
cause of the unfavorable condition of the 
patient. The shock of anesthesia and of 
the operation is often badly borne, and the 
subsequent confinement to bed does not 





























improve the recuperative ability of the pa- 
tient. The most conservative methods are 
generally followed by better ultimate re- 
sults. 

Where evacuation of a tuberculous ab- 
scess becomes essential, recourse may be had 
to aspiration, simple incision, or the wide- 
open incision. The more fluid contents of 
an abscess may be removed by aspiration, 
but the caseation, fibrous and osseous detri- 
tus must of necessity remain. There are 
very rare occasions when aspiration has 
been entirely satisfactory, and when used 
the point of puncture generally becomes a 
sinus opening. Simple incision, or, as it is 
sometimes called, lancing, possesses no ad- 
vantages over aspiration. The incision 
rarely closes, and mixed infection usually 
takes place. 

Under strict aseptic surgical techinque an 
abscess requiring evacuation should be free- 
ly incised in order to expose the entire tract. 
The walls of the abscess should be dry- 
swabbed until thoroughly cleansed. Douch- 
ing with many gallons of 1-to-3000 solution 
of bichloride of mercury aids materially in 
removing any detritus that may have been 
left after swabbing. Again, the entire inner 
surface of the abscess should be dry- 
swabbed until the gauze comes away un- 
soiled. The incision should now be closed 
without drainage after the manner de- 
scribed by Sir Frederic Treves (Treves’s 
Operative Surgery, 1903, vol. 11, page 772) 
in the treatment of psoas abscess. 

If the patient is in a favorable condition, 
and the original nidus of the _ tuber- 
culous bone disease tending toward repair, 
the incision will heal by primary union and 
no reaccumulation need be expected. 

Approximately 75 per cent of the cases 
operated upon by the writer on the prin- 
ciples of Treves have remained closed and 
no reaccumulation has occurred. (“Free 
Incision of Abscess of Ostitis of Hip and 
Closure without Drainage,” Trans. Phila. 
County Med. Soc., Jan. 11, 1893.) 

No therapeutic measures can be appro- 
priately applied without positive and defi- 
nite knowledge as to the character of the 
process in an individual patient. There- 
fore, any means that may be resorted to, 
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whether clinical or laboratory, that will 
throw light upon the condition should be 
employed. When once assured of the cor- 
rectness of the diagnosis, the aim and ob- 
ject should be to maintain the strength and 
powers of resistance, to increase the appe- 
tite, to stimulate the digestion of proper 
foods, and to induce activity without fric- 
tion, to which latter end the various joints 
should be properly restrained. 

The method that has been resorted to in 
the Jefferson Hospital out-patient ortho- 
pedic department has been fixation to en- 
able weight-bearing by the employment of 
the plaster-of-Paris bandage; it has the 
advantage of accurate fit and adaptation to 
the parts, it cannot be removed by the 
patient, it is capable of adjustment by re- 
placement, and possesses all of the advan- 
tages and none of the disadvantages of sim- 
ilar appliances, whether made of steel or 
other material. Each individual joint has 
its peculiar condition requiring adaptation 
of fixation appliances. 





TREATMENT OF PUERPERAL ECLAMP- 
SIA BY VERATRUM VIRIDE. 

ARCHAMBAULT in the Albany Medical 
Annals for February, 1910, says that a point 
of prime importance in the use of veratrum 
viride is the dose and manner in which the 
drug should be given to obtain the best 
effects. 

The fluid extract should be preferred to 
the tincture, and the only logical way of 
administering it is hypodermically. It 
should not be given by the mouth, because 
being an emetic it will be in great part 
rejected before it is absorbed, and because 
the patient being either unconscious or 
greatly agitated, tossing about in every 
direction, it is a question whether it can be 
given with any degree of certainty that the 
proper quantity, or even part of it, has been 
swallowed. The hypodermic dosage is, 
moreover, much more accurate, and the 
effect so much more prompt. And a prompt 
action is what we are looking for—prompt, 
decisive, heroic! 

As to the dose to be injected, the situa- 
tion is most momentous, the danger appal- 
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ling, the disease one for no half measures. 
No three- and five-drop doses will do any 
good. It is no wonder that many physicians 
are dissatisfied with the results they have 
obtained from such doses and distrust the 
drug entirely. Only a large full dose can 
be effective. Veratrum viride must be fear- 
lessly given in doses of 20 to 30 minims 
(Reamy, Carstens). The dosage depends 
altogether on the rapidity of the heart ac- 
tion. With a pulse of 120 or above, nothing 
less than 25 minims should be given; a pulse 
of 100 calls for 20 drops, and with a pulse 
below 100 no less than 15 drops for the first 
dose. The maximum effect of the hypo- 
dermic injection requires about thirty min- 
utes; this is manifest in the slowing of the 
pulse. If, within thirty minutes, the slow- 
ing of the pulse has not been produced, the 
injection must be repeated in the same dose, 
and thereafter in gradually smaller and less 
frequent doses according to the effect re- 
ceived. To get the convulsions to stop, the 
pulse must be slowed down to 60 or under, 
safer yet to 50, and kept there. Keep the 
pulse below 60 is a point which cannot be 
insisted upon too much. It is the very 
essential point. As stated before, with a 
pulse below 60 there need be no fear of any 
more convulsions. Another point quite as 
essential is to keep the pulse below 60 for 
not less than twenty-four hours, repeating 
to that effect the hypodermics in doses of 
5, 10, or 15 minims every time the pulse 
shows a tendency to rise above that rate. 
Except in cases of rather mild type or 
where the remedy yields an unusually last- 
ing effect, the return of convulsions may 
have no other explanation than the too early 
cessation of the treatment. 

There is no rashness in beginning at once, 
and without hesitation, with high dosage. 
The effect intended is reached sooner, and 
we have the authority of Bartholow regard- 
ing its innocuousness, even in overdoses. 
As further proof that this is no speculative 
treatment, De Cotret relates that, at the 
request of Kiely, Reamy injected 15 min- 
ims, and forty-five minutes later 15 minims 
more. The convulsions remaining uninflu- 


enced, Taylor, called in as a second consult- 
ant, injected 45 minims, and later a third 
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dose of 20 minims; the pulse rate was re- 
duced to 26 and the patient’s life saved. In 
a desperate case, Barker administered 400 
minims within the first six hours, rescuing 
his patient. The author has never begun 
the administration of veratrum with less 
than 22 to 25 minims. As to the full 
amount reached in any one case, it has 
varied from 88 minims, the smallest quan- 
tity used, to 195 minims, the largest. 

The writer thinks it would be an idle 
purpose to submit very extensive statistics 
in support of the really unparalleled results 
obtained with veratrum, but the fact re- 
mains yet undisputed that the drug is far 
from receiving the attention and confidence 
it deserves. 

Since Baker first wrote about it in 1859, 
it has been from time to time highly praised 
by many eminent men, most of them Amer- 
icans—Flint, Davis, Hirst, Carstens, among 
others. In 1887 Jewett reported 22 cases 
with 4 deaths, a mortality of 18 per cent. 
In June, 1898, De Cotret of Montreal pub- 
lished the saving of a hopeless case in which 
every other means had failed. Later, in 
1902, in a second and more elaborate paper, 
in the L’Union Médicale du Canada, he 
related his four years’ experience. After 
stating that of all methods of treatment it 
was the one which had given him the most 
satisfaction, he concluded with enthusiasm 
that veratrum viride is, in his opinion, the 
best treatment for eclampsia. In 1906, in 
the May number of the American Journal 
of Obstetrics, Ryder contributed a series of 
cases in which, of 13 treated by veratrum, 
3 only had died, a mortality of 23 per cent, 
while of 24 in which it was not used 10 
died, a mortality of 41 per cent. Put to- 
gether, the results of Ryder and Jewett give 
an average mortality of 20 per cent. More 
recently Todd of Atlanta and Mangiagalli 
of Milan have also tabulated their experi- 
ence, Mangiagalli’s mortality having been 
reduced from 23 to 7 per cent. 

And yet, commenting upon these almost 
phenomenal results, the THERAPEUTIC Ga- 
ZETTE (Editorial, Feb. 15, 1909) deplores 
the unaccountable indifference of the pro- 
fession to so important a subject and its 
failure to employ this valuable remedy. 























THE ESTHETICS OF ANESTHETICS. 

Under this appropriate title Hewitt, so 
well known in England and this country as 
the foremost writer upon surgical anes- 
thesia, contributes to the Lancet of March 
5, 1910, the substance of a most interest- 
ing lecture which he recently delivered at 
the London Hospital. His object is to im- 
press upon anesthetists in particular, and 
upon medical men in general, the fact that 
the exercise of esthetics is of the greatest 
importance when drugs are employed for 
the production of surgical anesthesia. In 
other words, he believes that it is essential 
that those who practice the administration 
of ether and chloroform, for example, 
should become artists in this branch of 
practice, and he wisely adds that only those 
who have undergone surgical operations 
can fully realize the importance of attend- 
ing to this phase of the subject. For ex- 
ample, the loss of consciousness character- 
istic of the anesthesia due to the ordinary 
surgical anesthetics is, in his opinion, im- 
measurably preferable to local or spinal 
anesthesia, since it puts aside mental per- 
turbation and nervous shock. 

Hewitt believes, as most others believe 
who have watched this subject closely, that 
patients about to undergo an operation 
should be protected to the greatest possible 
extent from physical and mental distress. It 
may be true that under certain peculiar con- 
ditions local anesthesia or intraspinal anes- 
thesia may be justifiable, but he believes 
that the enthusiasm manifested by some 
Continental surgeons for these methods is 
largely based upon a desire for novelty and 
upon the carelessness with which ether and 
chloroform are commonly administered on 
the Continent. That the state of mind is 
an important factor in producing surgical 
shock cannot be denied. It has been our 
experience that not only the condition of 
the mind but of the circulation may be seri- 
ously affected by the fear or horror of op- 
erative procedure, and Hewitt states that 
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he has seen a patient intensely cyanotic as 
a result of circulatory disturbance produced 
by terror of the operation about to be per- 
formed, and furthermore that the fright 
became so marked that vomiting ensued. 
With a little care it is often possible to 
make a pleasant impression upon the mind 
prior to the loss of consciousness, and this 
pleasant impression results in agreeable 
dreams rather than frightful nightmares. 

Another point made by Hewitt which we 
think is of value is that every patient, if 
possible, should be studied by the anes- 
thetist a day or two before the anesthetic 
drug is given, as it is quite impossible to 
reach a correct conclusion as to his physical 
state immediately before the beginning of 
an operation. We have long believed that 
were this practice resorted to more fre- 
quently, accidents during the use of anes- 
thetics would be materially diminished, and 
as the writer of this editorial pointed out 
in the article upon “Anesthesia” which he 
contributed to the Fifth Volume of Keen’s 
System of Surgery, many circulatory diffi- 
culties during and after anesthesia can be 
put aside, or avoided, if the state of the 
heart and arteries is carefully studied and 
carefully treated for some days before an 
anesthetic is given. 

The question as to the value of a hypo- 
dermic injection of morphine and atropine 
prior to the use of chloroform and ether is 
answered in the affirmative by Hewitt. He 
tells us that during the last two years he 
has used these drugs usually in the propor- 
tion of %4 grain of morphine to 1/120 grain 
of atropine twenty or thirty minutes before 
giving the anesthetic by inhalation, and that 
the results have been most advantageous, 
particularly in abdominal cases, chiefly be- 
cause the mind of the patient becomes in- 
different, apprehension is diminished, and 
abdominal relaxation can generally be se- 
cured, even in muscular men, with less of 
the general anesthetic than is ordinarily re- 
quired. So, too, a profuse secretion of mu- 
cus in the air-passages is avoided. 
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As a minor point in the comfort of the 
patient he advises that he be informed that 
the time of the operation will be half an 
hour later than the time actually set by the 
surgeon. It is much better for the patient 
to be surprised on being informed that the 
operation is to be immediately performed 
than it is to have him anticipating the oper- 
ation for many minutes after the time set. 
Delays ought never to occur, but sometimes 
cannot be avoided, and as Hewitt points 
out, unpunctuality generally spells want of 
consideration, and save under the most ex- 
ceptional circumstances is. unpardonable. 

Hewitt also believes that the surgeon 
should be most careful to protect his patient 
from the various sights which are essen- 
tially present in the modern operating- 
room. Medical men get so accustomed to 
the appearance of rows of instruments, 
hissing sterilizers, and white-robed attend- 
ants that they fail to appreciate the effect 
which may be exercised upon the patient 
who is brought into the presence of these 
modern conditions immediately prior to the 
use of an anesthetic, and therefore he urges 
the necessity of always anesthetizing the 
patient before he is brought into the operat- 
ing-room. 

Concerning the comfort of the patient 
during the operation, he states that there 
are still some nurses who seem to think it 
necessary to provide unfortunate patients 
with the hardest of operating-tables cov- 
ered with the coldest of mackintoshes and 
furnished with the thinnest and most un- 
comfortable of pillows; whereas Hewitt 
believes that the placing of cold mackin- 
toshes for a patient to lie upon is a surgical 
misdemeanor. 

We are glad to note that Hewitt empha- 
sizes the importance of external heat during 
and after surgical operations. There is no 
justification for leaving the patient poorly 
clad while upon the operating-table, nor for 
having his back and buttocks chilled by con- 
tact with cold glass or metal slabs. On the 
other hand, although the bed should be 
warmed before the patient is put in it on 
removal from the operating-table, care 
should be taken that no hot-water bags are 


THE THERAPEUTIC GAZETTE. 








left in contact with his body lest a burn oc- 
cur, and Hewitt tells us that he makes it an 
invariable rule to inspect the bed after the 
patient has been returned to it to see that 
the nurse has left no hot-water bag in it. 
Again, he warns us against allowing the 
patient to overhear any conversation be- 
tween the surgeon and his assistants while 
the anesthetic is being given, and speaks 
of the mental distress produced in a pa- 
tient who heard an ophthalmic surgeon re- 
mark, just as the anesthetic began to take 
effect, “Which eye is to be operated upon?” 
which conveyed to the patient the idea 
that perhaps a mistake would be made 
and the healthy eye excised. 

Toward the close of his lecture Hewitt 
brings forward the point, now generally rec- 
ognized, that surgical anesthesia should be 
maintained at such a degree that the pa- 
tient can be called back to consciousness in 
a very brief time, and that the old-fash- 
ioned method of saturating the subject with 
the drug is to be heartily condemned. So, 
too, it is not to be forgotten that after the 
patient is placed in bed he should be care- 
fully watched until consciousness has 
fully returned, lest in vomiting he inspire 
into his lungs the vomitus, and so produce 
pulmonary complications. After opera- 
tions upon the upper respiratory passages 
the patient should not be allowed to lie 
upon his back, but should be turned over 
to one side and then to the other in order 
that bloody fluid may not be drawn into 
the bronchi with the result that bronchial 
pneumonia follows. Attention to this 
small detail may save the patient from a 
serious or a fatal complication. 

It is interesting to note in this connec- 
tion that Hewitt is of the opinion that there 
is no anesthetic comparable to nitrous oxide 
for quickly and pleasantly inducing anes- 
thesia. In his opinion there are four es- 
sential points which must be attended to if 
its administration is to be satisfying, 
namely: the apparatus should have wide 
channels and easily-acting valves which 
should be inspected before use; the face- 
piece should be very carefully adjusted; 
oral, not nasal, breathing should be se- 
































cured; and lastly, air should be breathed 
through the valves of the apparatus before 
nitrous oxide is admitted. These rules hold 
true whether the nitrous oxide is given 
alone or precedes ether or chloroform. 


NEW AND TOXIC ARSENICAL PREP- 
ARATIONS. 





Under the title “Toxic Atoxyl” we pub- 
lished in these columns some months ago 
a statement calling attention to the fact 
that the term “atoxyl,” applied to one of 
the newer arsenical preparations, is ficti- 
tious in that the drug must be used with 
caution lest it produce atrophy of the optic 
nerve or other manifestations common to 
arsenic when given in excessive dose. 
There can be no doubt whatever, as we 
have also pointed out in these pages, that 
atoxyl and some of its nearly-related ar- 
senical preparations possess a specific in- 
fluence in trypanosomiasis and considerable 
influence for good in certain cases of syph- 
ilis. Indeed, it will be recalled that some 
of the French syphilographers consider it 
the “Third Specific.” It is evident, how- 
ever, that any arsenical preparation which 
exercises an arsenical influence in medicinal 
dose must also be capable of producing an 
arsenical influence in toxic dose, and if it 
be possible for a patient to take large quan- 
tities of a substance containing arsenic 
without suffering in consequence, then it 
must be a fact that the chemical compound 
is so stable that no arsenical effect can pos- 
sibly be developed, the drug passing un- 
changed through the body. It will be re- 
called that when the cacodylates were in- 
troduced into medicine it was claimed that 
they were non-toxic, but this lack of tox- 
icity was in reality associated with lack of 
therapeutic power because the arsenic was 
not freely given up to the organism. 

Our attention has been called to this 
matter once more by a series of letters con- 
tributed to the British Medical Jcurnal of 
March 19, 1910, entitled “The Dangers of 
the Arylarsonates.” The first of these let- 
ters is by Dr. Wray, Fellow of the Royal 
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College of Surgeons of England, who in- 
sists upon the point that these compounds 
are dangerous and that the circulars con- 
cerning them which are published by manu- 
facturing chemists should modify their 
statements concerning the harmlessness of 
this form of medication. He first points 
out that atoxyl is readily decomposed in an 
hour or two in sunlight, more quickly still 
if the solution has been sterilized. So, too, 
he shows that many of the experiments 
which would seem to indicate that these 
products are harmless were made under 
conditions which failed to give correct re- 
sults. He also calls attention to the fact 
that the dose should be very carefully grad- 
uated according to the weight of the pa- 
tient, and that light-weight patients should 
receive correspondingly small doses. In 
other words, an accurate adjustment of the 
dose is absolutely essential. Then, too, it 
is important that the patient’s powers of 
elimination should be carefully studied. 
These drugs should not be given in full 
doses to patients who have renal disease 
with deficient elimination, arterial degen- 
eration, or neuritis. Patients of advanced 
years seem to be unduly susceptible, and 
after sixty-five years of age the dose should 
be 25 per cent less than in earlier periods of 
life. Indeed, Wray thinks that fifty years 
would be a better limit, beyond which max- 
imum doses should not be given. He 
wisely concludes by saying that in view of 
the wonderful results that occasionally fol- 
low the use of these new arsenical’ prepara- 
tions, it would be unpardonable from a 
scientific standpoint to cast them aside. 
The question as to whether the dele- 
terious effects to which we have referred 
are due to the drugs themselves or to de- 
composition products thereof is touched 
upon in another communication by Dr. 
Marshall, who quotes Lambkin as holding 
the opinion that such decomposition pro- 
ducts are always responsible for untoward 
effects. Marshall thinks that the drug 
undergoes decomposition so rapidly in solu- 
tion that it ought to be freshly prepared 
every day or its use be entirely stopped. 
With the opinion expressed by Lambkin 
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that these preparations should not replace 
mercury in the treatment of syphilis every 
one seems to be in entire accord. Their 
field of usefulness would seem to be in 
those instances in which mercury is not 
well tolerated; and finally Marshall says 
that it is one thing to administer the ary- 
larsonates in sleeping sickness, for which 
there is no other known remedy, and quite 
another to experiment with them in syph- 
ilis, a disease which is amenable to well- 
known drugs of proved value. 

Following this communication there is 
one by Heard, who states that having a case 
of specific locomotor ataxia, presumably 
syphilitic in origin, he injected hypodermi- 
cally first 3 grains, then 5 grains, and finally 
10 grains at a dose, until 45 grains in all 
were given, the injection being repeated 
every second day. The skin manifestations 
present cleared up, but the drug had to be 
stopped because the attacks of pain greatly 
increased, and worse than all, the patient’s 
vision became distinctly impaired after 35 
grains had been given. In this instance the 
solution was prepared daily, so that the 
possibility of decomposition products being 
responsible for the ill-effects can scarcely 
be considered. It is only fair to state in 
this connection that the rate of administra- 
tion in this case was much greater than is 
commonly considered safe. 

Finally, Mr. Lane, the senior surgeon to 
St. Mary’s Hospital and to the London 
Lock Hospital, states that after he had em- 
ployed the arylarsonates in a considerable 
number of cases of syphilis with seemingly 
favorable results, he met with one case of 
double optic atrophy, which caused him to 
discard the drug; the more so, as within a 
short time he heard of three other cases of 
the same nature, and he wishes to warn 
members of the profession from embark- 
ing upon treatment which may be fraught 
with disastrous consequences, both to their 
patients and to themselves, if they rely too 
implicitly on the glowing accounts of the 
results of this type of treatment, as stated 
in some of the current pharmaceutical lit- 
erature. 


DISASTER, OR ANAPHYLAXIS, FOL- 
LOWING THE USE OF ANTITOXIN. 





Readers of the THERAPEUTIC GAZETTE 
will remember that during the last few 
years a considerable number of instances 
have been reported in which after the 
injection of antitoxin symptoms of great 
gravity have developed, and in a consider- 
able proportion of instances death has en- 
sued after a remarkably short lapse 
of time. Certain individuaits, who 
fortunately are exceedingly small in num- 
ber, seem to possess an idiosyncrasy which 
renders them susceptible to this accident 
without having received a previous dose of 
antitoxin. But, generally speaking, the ac- 
cident only occurs in man and in animals 
when the individual has been sensitized by 
a dose of antitoxin given ten days or two 
weeks before, this sensitization not being 
met with if the doses are given every sec- 
ond or third day. As long ago as 1903 
Theobald Smith, who has done such excel- 
lent work in the study of antitoxin and the 
diseases due to parasitic infections, first 
reported the occurrence of anaphylaxis or 
the development of this type of symptoms 
in animals, but not until three years later 
did Otto publish the first systematic work 
upon it. Since that time a very large liter- 
ature has accumulated, and in it we find 
much valuable information concerning this 
extraordinary and interesting state. 

The latest contribution to the study of 
anaphylaxis is made to the Journal of Ex- 
perimental Medicine of March 14, 1910, by 
Auer and Lewis from the Rockefeller Insti- 
tute for Medical Research. In their ex- 
periments they dealt almost entirely with 
guinea-pigs. In these animals the symp- 
toms of anaphylaxis differ somewhat from 
those which are met with in dogs, but 
they so closely follow the symp- 
toms produced in human beings under 
these circumstances as to make the com- 
parison exceedingly interesting. Auer and 
Lewis found that if guinea-pigs have been 
sensitized by a previous injection of anti- 
toxin, or ordinary horse serum, and then 
injected intravenously with another dose of 
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serum or antitoxin, death often occurred 
in from two to five minutes, and the symp- 
toms were those of intense respiratory em- 
barrassment, death taking place with the 
lungs greatly distended by air and the chest 
walls immobilized. Furthermore, that the 
excessive quantities of air remain in the 
lungs after death, so that these organs 
when the chest is opened remain distended, 
and when immersed in water are unusually 
buoyant. In other words, a condition ex- 
ists, as the result of spasm of the smaller 
bronchial tubes, in which the air which has 
been drawn into the chest cannot be ex- 
pired. In a careful study of the series of 
investigations pursued by them they seem 
to have proved pretty conclusively that 
Rosenau and Anderson are mistaken in 
their belief that the essential lesion of 
serum anaphylaxis is probably localized in 
the respiratory center. They believe, as 
we have already stated, that the dominant 
condition is one of spasm of the muscular 
fibers of the smaller bronchi, and cite in- 
stances which seem to prove the correct- 
ness of their view. Furthermore, they 
prove conclusively that the condition is not 
one of pulmonary edema, nor of ordinary 
emphysema, nor again is it chiefly a sub- 
mucous edema in the bronchial tubes. As 
they point out, these finer bronchioles are 
practically nothing but muscular tubes, and, 
according to some anatomists, the muscular 
fibers in the alveolar ducts may even form 
sphincter-like structures about the alveoli. 

Although Auer and Lewis have not car- 
ried their researches far enough to justify 
them in the recommendation, it is very evi- 
dent that what we know ot the physiolog- 
ical action of atropine indicates that it may 
prove to be the best remedy we have to be 
employed in those cases in which sufficient 
time elapses for remedial measures to be 
instituted. Indeed, they state that under 
certain conditions atropine is able to relax 
the rigid anaphylactic lung so that it is 
again able to expand and expire. It has 
long since been shown that atropine para- 
lyzes the bronchial muscles as well as di- 
minishes the excitability of the peripheral 
fibers of the vagi which supply them. 


When the condition of the patient is ex- 
ceedingly urgent we believe the physician 
would be justified in the intravenous injec- 
tion of atropine, first, because it is essential 
that relief shall be given at once, and sec- 
ondly, because although the drug is a pow- 
erful one, its lethal properties are very 
slight and cases of death from poisoning 
by this drug are exceedingly rare. 





SURGERY OF THE GALL-BLADDER 
AND BILE-DUCTS. 





From the great mass of literature bear- 
ing upon this subject there are certain de- 
ductions to be drawn, though it be with 
reservations as to their assured foundation 
since the surgery of the day is one of rapid 
change. As to the pathogenesis of gall- 
stones there is now available much labora- 
tory work proving the eliminative function 
of the liver in regard not only to toxins but 
also to bacteria. 

Upcott (Practitioner, March, 1910) 
quotes Gérard’s experiments, which show 
that a solution of bile salts saturated with 
cholesterin deposited the latter when inoc- 
ulated with bacillus coli, whilst Bacmeister 
has demonstrated that sterile bile at body 
temperature can precipitate cholesterin 
without a noteworthy admixture of cal- 
cium. Indeed it has been demonstrated 
that pure cholesterin stones may be formed 
by simple stasis and without infection or 
inflammation of the gall-bladder. When 
there is in addition a septic infection the 
stones always contain calcium. 

The inflamed gall-bladder exhibits many 
mucous glands, thus differing from the nor- 
mal organ. From these glands is derived 
the calcium found in mixed stones. 

Upcott notes that the feeling on the part 
of English and American surgeons is in 
favor of immediate operation as soon as 
the diagnosis of gall-stones is formulated, 
whilst the Continental surgeon is rather in- 
clined to wait for complications. Among 
the German surgeons there seems a ten- 
dency to regard gall-stones in themselves 
as practically harmless and not necessarily 
involving any crippling or painful condi- 
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tion. It is only when the gall-stone carrier 
becomes a gall-stone sufferer that operation 
is indicated. Kehr, for instance, holds that 
the majority of gall-stone cases present no 
indication for operation. Upcott observes 
that the symptoms of uncomplicated gall- 
stone are commonly referred to the stom- 
ach, and that many persons are so accus- 
tomed to varying degrees of discomfort 
when this organ is called upon to perform 
its functions that they regard digestion as 
an inconvenience, and the plaintive cry of 
calculi for liberty is overlooked. 

As to the choice of operation, cysten- 
dysis or ideal cystotomy—that is, the re- 
moval of stone and the immediate closure 
of the gall-bladder without drainage— 
seems to be advocated by Kocher alone. 
The indications for this operation are a 
gall-bladder free from inflammation, clear 
bile flowing therefrom on opening, the 
presence of large single stones which can 
be removed complete. As opposed to the 
obvious advantage of the operation there 
is a distinct percentage of recurrence, Kum- 
mel noting 18 per cent with recurrence of 
stone and 10 per cent of cases having gen- 
uine colic after the operation. 

Cholecystostomy is the operation favored 
by the surgeons who intervene early. 
Cholecystectomy, though it gives a higher 
mortality than the cholecystostomy, is indi- 
cated when the gall-bladder is extensively 
diseased. Kehr notes that the proportion 
of recurrence has decreased year by year 
as he has substituted cystectomy for cystos- 
tomy, whilst Goldammer records over 6 
per cent of cases with recurrence of colic 
and a similar percentage of return of stone 
after cholecystectomy; after cholecystos- 
tomy there was a recurrence of colic in 
over 7 per cent, a recurrence of stone in 
nearly 13 per cent. Kocher has had 3 per 
cent of recurrence after cholecystectomy and 
4 per cent after cholecystostomy; Rimann 
3% per cent following the radical opera- 
tion and 16.3 per cent after cystostomy. 

Choledochotomy with suture is practi- 
cally abandoned because of its greater mor- 
tality and tendericy to recurrence. Rimann 
notes that if the gall-bladder has to be 


treated at the same time as the common 
duct the prognosis is made worse. There 
is one report of a series of operations in 
which the common duct was closed with- 
out drainage with satisfactory results. 
Packard’s case is quoted, in which the com- 
mon duct was occluded by duodenal ulcer. 
After a preliminary drainage of the duct 
and removal of the gall-bladder the patient 
was again opened, the duct was isolated 
and divided just above the duodenum, and 
its upper end was transplanted into the an- 
terior surface of the duodenum after the 
manner of Witzel. Gastroenterostomy was 
also done. 

In wounds of the gall passages it has 
been shown that bile from the non-infected 
duct does not immediately cause periton- 
itis. As a rule wounds and rupture are 
best treated by packing and drainage. Can- 
cer of the gall-bladder gives an operative 
mortality of 19 per cent. Ultimate survival 
is extremely rare, incident to a late diag- 
nosis. In deciding the question of radical 
operation, this will probably be feasible 
when the tumor is movable. As a pallia- 
tive operation cholecystostomy is indicated 
where either retention or infection is pres- 
ent. Cancer of the large bile-duct seems 
to exhibit a preference for the ampulla and 
the cystic junction. The etiological rela- 
tion of stone to common-duct cases is not 
as clearly demonstrable as is true of gall- 
bladder cancer. The diagnosis is usually 
formulated by an exploratory operation. 

Cotte suggests that after excision of can- 
cer of the common duct and hepatocystic 
confluence the biliary flow is best restored 
by the insertion of a T-shaped drain with 
its arms in the two ends of the duct. Later, 
if this be needful, a further operation may 
enable the upper end of the duct to be 
planted in the duodenum. Cancer of the 
ampulla, of which Quenu has collected 9 
cases with 6 deaths, was treated by duode- 
nal segmental resection, with union and 
reimplantation. Palliative measures should 
be directed to the providing of drainage ex- 
ternally. The operation of cholecystostomy 
is attended itself by heavy mortality. Quenu 
gives 28 cases of anastomosis, of which 
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only 9 made an operative recovery. He 
believes, because of the high mortality inci- 
dent to any operative interference, that 
when the diagnosis is clear one should ab- 
stain from any intervention. 

Quenu in endeavoring to explain the 
high mortality observes that among the 18 
deaths in the 93 cases of cholecystectomy 
for cancer of the gall-bladder there was 
only one from hemorrhage. When the 
cancer is so situated as to lead to jaundice, 
postoperative hemorrhage early or late is 
the chief cause of death. Quenu injects 
all patients on whom he operates for affec- 
tions of the liver the day before operation 
with 20 Cc. of antidiphtheric serum, this 
being easy to procure. Among more than 
20 such operations, many of which were 
icteric and some cancerous, he has only had 
one secondary hemorrhage. Munro also 
reports unvarying success; he gives 30 Cc. 
of fresh rabbit serum twenty-four hours 
before operation. 





GASTROSTAXIS. 





Gastrostaxis implies an oozing of blood 
from the stomach mucosa in the absence of 
gross pathological lesion such as ulcer. It 


-has been abundantly shown by clinical re- 


ports that such an oozing of blood may be 
accompanied by pain and by vomiting. 
Since the classical symptoms of ulcer of 
the stomach are pain and bloody vomit, it 
is obvious that if dependence be always 
placed on these symptoms the surgeon may 
at times be led to perform an operation 
which will be entirely futile. Sutherland 
writing upon this topic in the Practitioner 
for April, 1910, observes that hematemesis 
may occur and even prove fatal without 
any recognizable ulcer being found. The 
credit of the appellation gastrostaxis is 
given to Hale White. Osler names the 
condition gastrorrhexis, whilst Donald Hood 
calls it haeematemesis puellaris, and Dawson 
terms it hemorrhagic gastralgia. 
Commonly so much importance is at- 
tached to the symptom hematemesis that it 
is in itself, if present in a young woman, 
usually regarded as conclusive of gastric 


ulcer. Sutherland quotes Hale White as 
having collected 29 cases of hematemesis 
in which either during life or after death 
no trace of ulceration could be found on 
careful examination of the stomach. In 
many of these no lesion could be seen. In 
others blood was seen oozing from differ- 
ent places which looked like fissures, or 
oozing congested patches or abrasions were 
perceived. Dawson suggests that in ane- 
mic young women hematemesis is often of 
capillary origin and is indicative of a par- 
ticular spot which may or may not precede 
ulceration. 

Sutherland states that a colleague had 21 
cases of gastric ulcer sent to him by his 
medical associates for operation, and in 12 
of these no trace of ulceration was found. 
In his own experience he has had in the 
past two years 22 cases illustrating the 
classical signs of chronic gastric ulcer. 
Eighteen were diagnosed as gastrostaxis. 
They were all female patients; they all re- 
covered, and never gave any anxiety after 
the diagnosis was made. The youngest pa- 
tient was twenty, the oldest patient forty- 
five years old. Most of them were ser- 
vants or shop girls. The diagnosis on ref- 
erence had usually been that of gastric 
ulcer. 

It is noted that the vast majority of cases 
of gastrostaxis are among women, and so 
frequently does hematemesis without defi- 
nite evidence of ulceration occur among 
female patients that one should assume the 
absence and treat accordingly, rather than 
to assume the presence of ulceration and 
carry out a long starvation treatment. The 
wasting and cachexia accompanying or- 
ganic disease of the stomach are usually 
absent in cases of gastrostaxis. On the 
contrary these patients are often extremely 
well nourished. There is usually a pre- 
vious history of anemia. This is as a rule 
not marked. In cases of chronic gastric 
ulcer, on the other hand, anemia is usually 
present and is often of a very marked type. 
Both the hemoglobin and red cells are di- 
minished. Cases of gastrostaxis commonly 
give a history of recurrent attacks of hema- 
temesis with intermissions of months or 
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years, no symptoms at all being present 
during these intermissions. Other patients 
exhibit almost constantly gastric symptoms 
with bleeding only during periods of ex- 
acerbations. The hemorrhage is usually 
copious, so that it is actually measured by 
pints of pure blood. When attacks have 
been precipitated by pain this is relieved by 
the bleeding. There is not a marked ten- 
dency toward prompt recurrence, nor is 
the bleeding persistent. In these respects 
gastrostaxis forms a marked contrast to 
gastric ulcer. Melena is exceptional rather 
than the rule. The pain of gastrostaxis is 
less than that of gastric ulcer, nor is the 
pain aggravated by solid food; nor does it 
bear such a definite relation to the taking 
of food as the suffering of ulcer. As a 
rule the pain is quickly subdued by rest in 
bed and careful diet. The vomiting is fre- 
quent, usually affords temporary relief, and 
is readily allayed by diet. There is com- 
monly pronounced constipation and often 
a foul mouth. Indeed, the chronic indiges- 
tion from which these patients suffer is 
often traceable to the imperfect mastica- 
tion of the food or a deficiency of the 
teeth. Ina few of the cases reported there 
seemed to be a certain connection between 
gastrostaxis and menstruation in point of 
time. 

Sutherland holds that the affection is 
practically limited to the female sex, There 
is usually marked pulsation of the abdom- 
inal aorta, sometimes simulating aneurism, 
a tendency to flushing, fleeting erythema, 
sometimes even edema of the skin. The 
differential diagnosis between chronic gas- 
tric ulcer and gastrostaxis may be ex- 
tremely difficult. In either case the treat- 
ment is by complete rest in bed, normal 
saline solution or barley water, or small 
quantities of peptonized milk by the mouth, 
or in the presence of severe and persistent 
hematemesis, rectal feeding only. The his- 
tory of recurrent attacks of bleeding with 
long intervals of complete health is, how- 
ever, suggestive of a gastrostaxis. The 


symptoms in the case of a gastric ulcer do 
not subside as quickly as in one of gastro- 
staxis. 


In the latter a few days’ rest and 
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low feeding are followed by rapid ameliora- 
tion of all the symptoms and the cessation 
of the bleeding. When the diagnosis of 
gastrostaxis seems justifiable the strength 
and quantity of the food are to be rapidly 
increased. When the bleeding has ceased 
there is no benefit in prolonging the rest of 
the stomach, since it is capable of doing 
work. From dilute or peptonized milk we 
pass rapidly to plain milk, eggs, bread and 
butter, pudding, fish, green vegetables, and 
meat. In from ten to fourteen days from 
the cessation of hemorrhage the patient can 
usually be taking a full diet with appetite 
and good digestion. When gastric ulcer is 
present such treatment will not be tolerated 
without much discomfort. 

In cases of gastrostaxis the use of aperi- 
ents will usually be called for. In the first 
stage of the treatment enemata will natur- 
ally be employed, but when the diagnosis 
has been made aperients may be given by 
the mouth. Salines are useful in these 
cases. They probably are specially efficient 
in relieving the local congestions about the 
gastrointestinal tract. Sulphate and phos- 
phate of soda, in half-drachm doses, may 
be given every four hours until the bowels 
have been freely opened, and continued 
afterward less frequently. In very recent 
cases cold applications to the abdomen and 
a hypodermic injection of morphine may 
be employed. Usually the profuse bleed- 
ing is over and done with before the pa- 
tient is seen. Purification of the mouth 
and gums, the establishment of thorough 
mastication of the food, are essential parts 
of the treatment in most cases. 

The prognosis of gastrostaxis is regarded 
as good. There have been no deaths 
amongst Sutherland’s cases, and so far no 
return cases of the hematemesis. 

The importance of this communication is 
incident to the fact that it calls attention 
again to the unreliability of hematemesis as 
a sign of ulceration. It also accentuates 
the need of medical treatment before sur- 
gical intervention even in the presence of 
profuse bleeding. The efficiency of such 
treatment is in itself suggestive of gastros- 
taxis rather than ulcer. 












TREATMENT OF CHOREA IN 
CHILDREN. 

In an exhaustive paper on this topic in 
the American Journal of the Medical Sci- 
ences for February, 1910, ALLAN gives the 
following advice: 

Many external applications have been 
recommended at one time or another, but 
some are worthless. The hot pack is em- 
ployed by some practitioners, and certainly 
this undoubtedly exercises a beneficial effect 
in many instances, and its application is 
often followed by sound and refreshing 
sleep. It is a form of treatment which ‘has 
a peculiarly soothing effect on the patient, 
and more than anything else earns his grati- 
tude. If the movements are not too violent 
a warm bath at night has a distinctly calm- 
ing effect, and may overcome insomnia. In 
cases in which there is hyperpyrexia cold 
packs should be used, and during convales- 
cence or in the mild forms cold or tepid 
sprays should be employed. The cold spray 
is invaluable: for the first few times it may 
be well to employ tepid water, but cold 
water should be used as soon as possible 
and will be found most invigorating. It is 
well to remember that the cold spray should 
only be continued if a healthy reaction fol- 
lows its application—that is to say, when 
the patient is afterward rubbed with a 
towel there should be a warm glow of the 
skin, and the should feel warm, not cold. 
The application of blisters to the spine, the 
use of the ether spray to the spine, and the 
freezing of the spine with ethyl chloride are 
unnecessary and useless. Massage is of 
great value and should be carried out night 
and morning after the acuter symptoms 
have subsided. It is specially useful in 
cases in which there is any muscular wast- 
ing or any tendency to paralysis. This 
massage should be practiced for ten to 
fifteen minutes, night and morning, and 
should only be carried out under skilled 
supervision. The massage is at first gentle 
rubbing, and is then succeeded by kneading 
of the muscles. The exponents of electrical 
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treatment have not only failed to demon- 
strate its superiority over massage, but have 
also failed to prove its value. 

The drugs that have been recommended 
for chorea are legion. That internal medi- 
cation often renders important services can 
scarcely be denied, and the benefits derived 
are chiefly in the chronic cases. It is-doubt- 
less true that many cases would recover 
with simply rest, good food, and nursing, 
but the author believes that the cure is 
hastened and convalescence shortened by 
certain drugs. Among the drugs that have 
been tried are: Zinc sulphate, arsenic, 
sodium salicylate, potassium bromide, am- 
monium bromide, veratrum viride, acetyl- 
salicylic acid, antipyrin, exalgine, trional, 
bromural, chloretone, strychnine (Trous- 
seau), conium (Harley), ergot (Eustace 
Smith), etc. From the author’s experience 
with six of these drugs, namely, antipyrin, 
potassium bromide, sodium _ salicylate, 
chloretone, arsenic, and acetyl-salicylic acid, 
he found the first three of little use, and 
asserts he has never been able to satisfy 
himself that they exercised any beneficial 
effect on the morbid process. Antipyrin 
and potassium bromide have never received 
much support except for their sedative 
properties, but salicylate of sodium has 
many advocates, among whom none is more 
enthusiastic than Dr. D. B. Lees, of Lon- 
don. He advises enormous doses of the 
salicylate of sodium, 200 grains or more 
per diem, and he prescribes along with it 
large doses of bicarbonate of sodium. He 
is emphatic in his assertion of good results, 
and other observers have also spoken favor- 
ably of it. In his hands the author asserts 
the drug has been an absolute failure, and 
other physicians have also had this experi- 
ence. He states he does not give anything 
like the large doses recommended by Lees, 
as he considers the exhibition of these enor- 
mous quantities of this drug a very risky 
procedure. Chloretone he has used in only 
two cases (mild), and although recovery 
followed, it is doubtful whether the credit 
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should be given to the drug. Wynter, how- 
ever, speaks of its value in several cases, 
but Ranking records a case in which it was 
apparently worthless. Voelckner supports 
Wynter in testifying to the value of this 
drug. He says: “The period of attack, 
the severity of the movements, and the 
mental instability were all favorably influ- 
enced by the drug, but it has some minor 
disadvantages, in this, that it is rather apt 
to make the children too drowsy, and there 
is sometimes produced an erythematous 
rash and the eyes get a puffy appearance 
not unlike that produced by whooping- 
cough, but unaccompanied by albuminuria.” 

With arsenic and acetyl-salicylic acid the 
writer has had good results, and the im- 
provement was so marked after the exhibi- 
tion of these drugs as to justify the conclu- 
sion that they played a part in the cure. 
With regard to arsenic, this was for many 
years the sheet-anchor in the treatment of 
chorea, and certainly good results followed 
its use in a number of cases. Of late there 
has been a reaction against its employment, 
and this reaction is probably directly due to 
the haphazard method in which it was being 
prescribed. It was given by many simply 
because it had a reputation of being the 
drug to cure chorea, and no scientific reason 
was forthcoming. One great objection to 
it is that the condition is liable to recur as 
soon as it is discontinued. As regards the 
mode of administration, it is generally given 
as Fowler’s solution, and the dose is small 
to begin with, and is increased gradually 
until large doses are being taken. The prac- 
tice of the writer was to prescribe 3 to 5 
minims of liquor arsenicalis three times a 
day and increase the dose by 2 minims 
every second day until the child was taking 
16 to 20 minims of the liquor Fowleri thrice 
daily. By the time this dosage had been 
reached the movements had ceased, and 
then the doses were gradually decreased in 
the same ratio as they had been increased ; 
and the child continued to take 5 minims 
of liquor arsenicalis thrice daily for some 
weeks. By this means many cases recov- 
ered. Small doses of arsenic are useless, 
and the opinion of most of those who have 





used arsenic successfully is that large doses, 
which are worked up to gradually, are 
necessary. The arsenic should not be 
abruptly stopped. It is true that occasion- 
ally symptoms of poisoning supervene. The 
writer had one such case in which a little 
girl, aged seven years, when taking 12 
minims of the liquor arsenicalis, developed 
toxic symptoms, indicated by peripheral 
neuritis and a punctate erythematous rash. 
On withholding the drug for forty-eight 
hours the symptoms disappeared, and the 
drug was then continued, but in more mod- 
erate doses. Gordon Sharp believes in sat- 
urating the tissues rapidly with arsenic. 
For a child between eight and fifteen years 
of age he orders: 

R Liq. arsenicalis, f5ss; 

Tinct. capsici, min. xxv; 
Ext. glycyrrhize fluid., f5ss; 
Aq. chloroformi, f3vj; 
Aqua, q. s. ad £3xij. 

M. Sig.: One tablespoonful three times a 

day immediately after meals. 
That means that the child at once takes 10 
minims of Fowler’s solution in each dose, 
and this is 2 minims more than the maxi- 
mum dose of the British Pharmacopceia. 
If after a week no improvement is mani- 
fest, Allan increases the amount of the 
liquor arsenicalis in the mixture to 300 
minims. He believes that if arsenic is going 
to do good in chorea, it will show its bene- 
ficial action within the first fortnight. When 
progress is being made he continues this 
treatment until the patient can walk along 
a straight line, or stand on the leg of the 
affected side with steadiness. After all the 
movements have ceased he prescribes the 
following: 

BR Sodii bicarb., 3ij; 

Tinct. capsici, min. xxv; 
Ext. giycyrrhize fluid., £3); 
Aq. chloroformi, f3vj; 
Aque, q. s. ad f5xij. 

M. Sig.: One tablespoonful three times a 
day after meals. 

According to Gordon Sharp this latter 
mixture is given because it “washes the 
arsenic out of the tissues;” but Allan ad- 
mits that the statement may not be scientific. 
Objection has been taken to arsenic in 

















certain quarters. Burnet, in discussing the - 


treatment, vigorously attacks arsenic as a 
remedy for this disease. He sums up his 
objections to it as follows: (1) Large doses 
have to be given, and these may induce 
neuritis ; (2) the results achieved are rarely 
permanent; (3) arsenic exercises no influ- 
ence over the complications and sequels of 
chorea; and (4) it does not benefit in any 
way the rheumatic constitution of the pa- 
tient. It is Gordon Sharp’s belief that the 
cure by arsenic is brought about by poison- 
ing and probably paralyzing the nervous 
system. Koplik attacks arsenic on the 
ground that it is dangerous because of its 
effects on the kidneys. When arsenic is 
given by the intensification method, albumin 
may appear in the urine before any other 
toxic symptoms, sometimes when only 
fifteen drops of the liquor are being given 
daily to a child aged six or eight years; this 
clears up when the treatment is suspended. 
Casts may also appear, and even blood cells. 
Koplik states that the urine is the best test 
for the limit of toleration of arsenic. The 
writer has never found albuminuria after 
the administration of large doses of arsenic 
in any of his cases, not even in the one in 
which toxic symptoms resulted. Still it is 
a danger that must be kept in mind. 
Though arsenic will bring about recovery 
in many instances, it must be admitted that 
Burnet’s contentions are most reasonable, 
and one is, therefore, inclined to discontinue 
this drug as an active agent in the treatment 
of chorea if a better one can be found. 
During the last three or four years the 
author has relied on acetyl-salicylic acid, 
and he has come to regard it as the drug 
par excellence for the treatment of chorea. 
He has placed on record some of his cases 
which were treated with this drug, and since 
then he has used the drug in practically all 
his cases, and up to the present it has not 
failed to effect a cure. Wall speaks highly 
of the drug, and Burnet has had very favor- 
able results in his practice. This drug was 
originally introduced as an antirheumatic 
remedy, but its usefulness is not limited to 
those cases of chorea in which there is a 
history of rheumatism. It does well in all 


REPORTS ON THERAPEUTIC PROGRESS. 





409 


cases, whether acute, subacute, or chronic. 
After salicylate of sodium has failed to 
effect a cure, acetyl-salicylic acid may prove 
of benefit. 

With other drugs the author only deals 
briefly. One or two have been so highly 
recommended by eminent physicians as to 
merit brief consideration. Of such drugs, 
trional may be mentioned. Voelckner be- 
lieves that in trional we possess a drug 
which has a distinctly beneficial effect in 
chorea, both in alleviating the symptoms 
and in reducing the time required for the 
treatment of the disease. It does not cause 
cardiac depression, and the only unfavor- 
able condition noted by him has been the 
very occasional occurrence of rather vivid 
dreams. He gives 5 grains three times a 
day as an initial dose to a child over four 
years, but the dose is gradually increased 
until the child is taking 5 grains every six 
or every four hours. He believes it is more 
advantageous to administer smaller doses 
at shorter intervals than to give larger doses 
at longer intervals. The following mode of 
exhibiting trional has been suggested: 


R Trional, gr. xv; 
Pulv. sac. alb., 3ij; 
Gum trag., gr. iij; 
Gum arab., gr. iij; 
Aq. flor. aurantii, f3ijss ; 
Aq. laurocerasi, f3ss. 


Misce et fiat emuls. Sig.: One-third part to 
be taken in milk or water as a single dose. 


Strychnine has found favor with some. 
Trousseau was a most enthusiastic advocate 
of strychnine, and Ewart has recently writ- 
ten about it. It will probably be more 
especially useful in cases in which there is 
muscular wasting or in paralytic cases. The 
more hypnotic drugs, such as chloral, chlor- 
alamide, etc., are also used, but while it may 
be necessary to give such drugs occasionally 
in order to permit of the patient getting 
sleep, it seems that they should not be used 
as part of the routine of treatment. 

The fact that chorea may be a manifesta- 
tion of rheumatism must be borne in mind, 
and the heart should be frequently exam- 
ined to see that there is no cardiac involve- 
ment. It is probable that the value of 
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strychnine rests in its acting as a cardiac 
tonic. In some instances there is serious 
damage to the heart, and it becomes im- 
perative to deal efficiently with this. Stro- 
phanthus may be given, digitalis in the 
opinion of the author not being a suitable 
drug for children. The following com- 
bination is a good one: 


k Tinct. strophanth., £3j; 
Tinc. nucis vomice, £3j; 
Sp. zxtheris, £3ij; 
Syr. aurantii, £3); 
Aq. chloroformi, q. s. ad f3vj. 
M. Sig.: One tablespoonful three or four 
times daily for a child of five. 





ANTEPARTUM AND POSTPARTUM 
HEMORRHAGE. 

Writing on this subject in the Albany 
Medical Annals for February, 1910, Lipes 
lays emphasis upon the obvious fact that 
in the presence of severe postpartum hem- 
orrhage prompt and vigorous measures are 
demanded. If the uterus has not been 
emptied of the whole placenta and mem- 
branes this should be done by Credé’s 
method, and if necessary by introducing the 
sterile hand into the uterine cavity. One 
hand may be left in the cavity, the other 
hand compressing the uterine wall upon the 
hand within—a very simple method. 

Every one has noticed how easy it is to 
palpate every portion of the abdominal 
cavity immediately after labor, so that, in 
the event of hemorrhage, pressure may be 
exerted upon the abdominal aorta by the 
operator, or better by his assistant, leaving 
the former free to prepare for other 
measures. 

Pressure upon the abdominal aorta is 
produced by the method of Momburg, who 
used a rubber tube, winding it several times 
around the waist and drawing it tighter if 
hemorrhage does not cease, much the same 
as an Esmarch bandage is applied upon the 
extremities; this has recently been tried 
very satisfactorily in Bumm?’s clinic in 
Berlin. 

Faradization of the uterus is most effect- 
ual in securing good contractions, but the 
apparatus is seldom available. Catching 
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both lips of the cervix and drawing the 
uterus well down into the pelvic cavity 
often acts very promptly, and if other 
measures have not been successful packing 
the uterus full of sterile gauze, or in the 
case of imminent danger—the possibility of 
sepsis should be forgotten—the uterus may 
be packed with a towel or anything else 
handy. Some years ago certain tubes were 
sold everywhere for packing the uterus, 
necessitating the use of strips of gauze from 
one to one and a half inches wide. Such a 
procedure would take so long that the pa- 
tient might be dead several hours before the 
uterine cavity was filled. It is seldom that 
a fountain syringe is not at hand, hence one 
of the most reliable means—that of hot 
intrauterine douches—is available. These 
douches must be copious, at a temperature 
of 120° Fahrenheit; the hemostatic action 
is increased by the addition of acetic acid 
(3 per cent or more) or alcohol. The in- 
jection of perchloride of iron solution is to 
be avoided because of the danger of pul- 
monary embolism, and the use of ice is also 
a doubtful expedient. After the douche the 
cavity should be packed with plain gauze or 
tampons soaked in acetic acid solution, alco- 
hol, or adrenalin. The foregoing procedure , 
should always be followed out after every 
case of placenta previa immediately after 
delivery, because of the assured occurrence 
of hemorrhage, which cannot be controlled 
by the administration of ergot. 

General measures, such as elevation of 
the foot of the bed, removal of pillows from 
under the patient’s head, the hypodermic 
use of ergot, strychnine, and morphine, 
should not be neglected. Ten-grain Dover’s 
powders were formerly used and are very 
efficacious. Since in nursing the child pro- 
vokes uterine contraction it should be put 
to the breast, unless the procedure disturbs 
the patient. 

The acute anemia may be relieved by sub- 
cutaneous or intravenous injections of nor- 
mal salt solution or rectal enemata of the 
same; and the maintenance of the body tem- 
perature by artificial heat is especially im- 
portant. 

The treatment of secondary postpartum 
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hemorrhage does not require such heroic 
measures, and is easily accomplished so soon 
as the cause of the flow is established. 





TREATMENT OF HOOKWORM 
DISEASE. 

In the course of a discussion on this sub- 
ject reported in the Journal of the American 
Medical Association of February 5, 1910, 
Dr. H. F. Harris, of Atlanta, Ga., states 
that fortunately the treatment of hookworm 
disease is exceedingly simple, and if per- 
sisted in is always satisfactory. ln most 
diseases the physician has to content him- 
self with attempting to combat the symp- 
toms of the malady from which his patient 
is suffering, there being in the vast majority 
of instances no specific treatment. It is 
unfortunately true that the same poisons 
that kill the living, disease-producing agen- 
cies in nearly all instances have the same 
effect on the human organism. In those 
cases, however, in which the more highly 
organized animal parasites occur in the 
human intestine we have several drugs that 
kill the infective agent without seriously 
disturbing the general health of the patient, 
and most happily the hookworm is one of 
the organisms that is most easily killed and 
removed in this way. 

The diagnosis having been established by 
microscopic examination of the feces, on 
the day before the treatment is begun the 
patient is advised to eat little dinner and no 
supper at all. Late in the afternoon he is 
given a full dose of calomel, the amount 
varying from 2 to 10 grains, depending on 
the age and strength of the patient. Castor 
oil could perhaps be administered with 
safety, but inasmuch as all oily substances 
dissolve and make more readily absorbable 
the thymol which is to be given on the fol- 
lowing day, and as the absorption of any 
considerable amount of this substance will 
produce poisonous effects, it is generally 
advisable to leave this drug out of the treat- 
ment altogether. If the calomel acts freely 
during the night no other purgative need be 
administered on the following morning, but 
if it should not do so a full dose of Epsom 
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salts in hot water should be administered as 
soon as the patient wakes up. After the 
bowels have thoroughly acted finely pow- 
dered thymol in capsule is then given, the 
quantity depending on the age and strength 
of the patient. It is perhaps a good rule 
to be guided by the apparent age of the 
individual who is to be treated rather than 
that stated, as many of those unfortunates 
appear as much as six, eight, or ten years 
younger than they are in reality. The dose 
of thymol should be divided into two equal 
parts, the first half being given at once and 
the second at the expiration of an hour. 
Following the administration of the medi- 
cine the patient should be instructed to re- 
main in bed, and lying on the right side may 
perhaps more or less assist in permitting 
the drug to pass quickly into the intestine 
from the stomach. The amount that should 
be given is as follows: Up to five years of 
age, from 7 to 10 grains; from five to ten 
years, from 10 to 20 grains; from ten to’ 
fifteen years, from 20 to 40 grains; fifteen 
years and over, 40 to 60 grains. In ad- 
vanced age the quantity should be some- 
what less than during middle life. It is 
much to be preferred that the physician 
should always take into consideration the 
exact age and strength of his patient in 
administering this drug, it being a rather 
bad practice to prescribe arbitrarily different 
quantities of the drug between certain ages. 

The patient should be allowed no break- 
fast and no dinner on the day of treatment. 
The author permits a cup of coffee one or 
more times during the day, but nothing in 
the nature of food should be allowed. If 
the patient experiences no ill effects from 
the thymol, it is well to put off the adminis- 
tration of a laxative until 4 or 5 o’clock in 
the afternoon, at which time some saline 
should be administered in hot water. It is 
well at this point again to caution against 
castor oil. After the bowels have acted well 
the patient may be allowed to have food. 
When the treatment is carried out faith- 
fully in the way just described the author 
asserts he has rarely found it necessary to 
repeat it. It is, however, well after a couple 
of weeks to make another thorough exam- 
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ination of the feces, and should the micro- 
scope reveal the presence of eggs the treat- 
ment should be repeated, and this should be 
done over and over again until exhaustive 
examinations of the feces show by absence 
of the eggs of the parasite that all the 
worms have been expelled. 

There are still other drugs that are more 
or less employed for the purpose of killing 
this parasite, betanaphthol especially being 
employed by many physicians. The author 
has never used it, but it is said to act quite 
as well as thymol when administered in the 
same quantity. Dr. A. G. Fort, of Lump- 
kin, Ga., states that after considerable ex- 
perience he prefers it to thymol, as he con- 
siders it less dangerous. When the author 
first began the treatment of this disease he 
made it a rule to give iron and tonics fol- 
lowing the administration of the thymol, 
but was soon convinced that these adjuvants 
were of no particular value, the patient re- 
covering just as quickly without as with 
them. This being the case, it appears inad- 
visable to give drugs of this class to which 
the patient would be apt incorrectly to 
ascribe his cure. 





THE MANAGEMENT AND TREATMENT 
OF CHRONIC BRIGHT’S DISEASE. 
BRADSHAW in the Liverpool Medico- 

Chirurgical Journal for January, 1910, tells 

us that in slight cases no medicine may be 

required, but if anemia is present an occa- 
sional chalybeate course is advisable. One 
of the following may be given: 
R Liq. ferri acetatis, min. xv; 
Glycerini, £3j; 
Liq. ammon. acet., f3ss; 
Inf. calumbe, ad £3). 
Take twice or thrice a day. 
R Ferri sulph., gr. 1%; 
Magnesii sulph., 3); 
Acid. sulph. dil., min. x; 
Aq. menth. pip., ad £5). 
Three times a day. 


k Ferri redacti, gr. xx. 
Pone in capsulas No, xx. Take one t. i. d. 


The bowels must be kept moderately 
open. The kind and amount of aperient 


must be determined on general considera- 
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tions. In all cases in which the arterial 
tension is high the author gives a mild 
mercurial purge at intervals of a week or 
ten days. His favorite formula is the fol- 
lowing: 
R Pil. hydrarg., gr. ij; 
Ext. euonymi, gr. 14%; 
Resinz podoph., gr. %; 
Pil. rhei. co., gr. ij. 
M. Ft. pil. No. i. 


A frequent symptom in all forms except 
the pure cirrhotic kidney is the presence of 
anasarca. If it is slight, it calls for no 
special treatment; if it tends to increase, it 
is desirable to withdraw chloride of sodium 
from the diet as much as possible. No salt 
is to be added to the food at table, and the 
bread and other articles of food are to be 
prepared without it. The following mix- 
ture may be prescribed: 


Rk Theocin. sodium acetat., gr. v; 
Caffein, gr. ij; 
Ammon, benz., gr. v; 
Aq. chlorof., ad 3j. 

M. Take this every 4 or 6 hours. 


Or, if the heart is dilated: 


R Infus. digitalis, £3j; 
Potas. citrat., gr. xv; 
Sp. chlorof., min. x; 
Infus. buchu, ad £5). 


M. Take every 6 hours. 


When the dropsy is so great that the 
patient is confined to bed,.the best treatment 
is to make incisions into the subcutaneous 
tissue over the malleoli. Strict surgical 
cleanliness must be maintained, the legs 
swathed in absorbent cotton, and the 
wounds kept open by a gauze drain, or cov- 
ered with smooth oiled silk to prevent clog- 
ging with the cotton-wool. If the pudenda 
are swollen, they must be examined daily, 
the scrotum being elevated by placing a 
large pad of cotton-wool beneath it. Punc- 
turing the scrotum and prepuce, which is 
sometimes done, is not free from risk of 
sepsis ; the physician may have to reduce the 
swollen prepuce by manual pressure to re- 
lieve the patient’s difficulty in micturition 
and for the maintenance of cleanliness. The 
flow from the incisions is promoted by tell- 
ing the patient to sit with his feet in warm 














water for an hour once or twice a day. In 
cases with much dropsy the most useful 
medicine is the well-known Baillie’s pill: 
R Pil. hydrarg., 
Pulv. digitalis, 
Pulv. scillz, 4a gr. ‘j. 


M. Ft. pil. Take every 6 hours. 


Effusion into the serous cavities should 
be removed by aspiration if extensive. 
Pleural effusion is frequently inflammatory 
and not merely dropsical, and should be 
treated accordingly. 

Headache is often the earliest and most 
persistent of the symptoms of chronic 
3right’s disease, and is no doubt of toxic 
origin. If it does not yield to the general 
line of treatment laid down in the early part 
of this paper, five grains of calomel fol- 
lowed by a saline will often give signal 
- relief. The common causes of headache— 
errors of refraction, dental caries—should 
be sought for. 

In threatening uremia, five grains of calo- 
mel should be given immediately, and fol- 
lowed in three hours by a Seidlitz powder 
or a dose of Carlsbad salts. A warm bath 
repeated daily is useful. As regards the 
production of diaphoresis by hot air, where 
much dropsy is present it seems generally 
beneficial, and the effect may be increased 
by the hypodermic injection of one-tenth of 
a grain of pilocarpine. Where there is no 
dropsy, as in cases of cirrhotic kidney, the 
author asserts he has never seen any good 
from hot-air baths, which seemed rather to 
exhaust the patient. Dry cups to the loins 
are a time-honored and safe remedy. Epi- 
leptiform seizures may be relieved by bro- 
mide and chloral: 

R Potas. bromidi, 

Chloral. hydratis, 44 3ij; 
Syrup. tolut., £3ss; 
Aq. cinnamomi, ad f3vj. 


M. A sixth part to be taken every third hour 
if required. 


If the patient remains unconscious or un- 
able to swallow, the bromide and chloral 
should be given by enema. 

If uremic convulsions persist in spite of 
these measures and the arterial tension is 
high, venesection offers the best chance of 
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giving relief. Its chief application, how- 
ever, is in acute cases in which recovery of 
the kidneys may be looked for if the patient 
is enabled to tide over the immediate dan- 
ger. In chronic disease it can at best only 
postpone the fatal issue for a time, and if 
employed at all ought not to be repeated. 





STATUS LYMPHATICUS AND ITS 
THERAPEUTIC BEARING. 

From time to time during the last three 
or four years much has been said and writ- 
ten about the pathological complex known 
as the status lymphaticus, whilst every now 
and then cases of thymus-death or of death 
under anesthesia in the subjects of the con- 
dition have been recorded. At the present 
moment there is a double reason for recur- 
ring to the matter, inasmuch as there would 
seem to be a tendency in the public press to 
raise the cry of “bogey” over it, and fur- 
ther, because at a recent meeting of the 
Section of Anesthetics of the Royal Society 
of Medicine it was suggested that a com- 
mittee of the section or of the society as a 
whole should be appointed to investigate 
the entire question, for the benefit both of 
the anesthetist and of the man in the street. 

If it were in any way true that there 
existed a prevalent disorder, quite unrecog- 
nizable during life, which rendered the sub- 
jects incapable of undergoing ordinary in- 
halation narcosis, there would be just 
grounds for apprehension on the part of the 
public. Let it be said at once that this is 
not the case. Neither from the point of 
view of the statistician nor from that of the 
pathologist is there satisfactory evidence of 
signal susceptibility to chloroform vapor as 
a recognizable symptom of the somewhat 
nebulous entity under discussion. Until the 
percentage of chloroform vapor adminis- 
tered is precisely measured, it seems idle to 
talk about idiosyncrasy. From the point of 
view of the practical anesthetist, however, 
the problem is not quite simple, and it will 
be well perhaps to recapitulate and disen- 
tangle the several allied groups of facts 
overlying the immediate problem. 

The dictum of Friedleben that “there is 
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no thymic asthma” has long since been dis- 
proved. It is well known that a thymus of 
unusual size may occasion both chronic, 
non-spasmodic stridor and sudden asphyxia. 
Relief has been afforded in such cases by 
the insertion of a long tracheotomy tube, 
and by dislocation of the offending organ 
through the divided manubrium sterni. By 
suitable methods of examination it has been 
possible to demonstrate narrowing of the 
trachea at the superior aperture of the 
thorax, especially with the head thrown 
back. Mechanical interferences with the 
aorta, the heart, with the great vessels at 
the root of the neck, have all been verified 
by anatomical preparations, and pressure 
upon the vagus is to be inferred, according 
to some observers, from the occurrence of 
glottic spasm, and the not infrequent associ- 
ation of laryngismus. Again, there is a 
whole series of authenticated instances of 
sudden death from trivial or unapparent 
causes, in which at the necropsy a thymus 
of quite exceptional size has been the only, 
or almost the only, discoverable lesion. 
Such fatalities have occurred in seemingly 
healthy children and even in adults during 
the ordinary course of their daily life, or in 
relation to some such circumstances as a 
fright, or a cold bath, or an examination 
with a spatula, during convalescence from 
some exanthem, or after the administration 
of a subcutaneous injection. It is known, 
moreover, that some of the individuals who 
died thus suddenly have been anesthetized 
more than once at periods considerably an- 
terior to the lethal event. 

In the pathological picture presented by 
the status lymphaticus proper the enlarge- 
ment of the thymus plays a comparatively 
small part. The patients, for the most part 
children or adolescents, are well nourished, 
but pale, flabby, and of the “lax habit ;” the 
cervical, axillary, mesenteric, and other 
lymphatic glands are enlarged, the spleen is 
palpable. The tonsils, lingual and pharyn- 
geal, and the gastric and intestinal lymphoid 
tissue exhibit hyperplasia often in extreme 
degree; the heart is usually remarkably 
flabby, and the muscle may show definite 
degeneration; the aorta sometimes is of 
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small caliber and its tissues attenuated. 
There is some degree of anemia with 
lymphocytosis ; rickets is often obvious, and 
other morbid conditions have been noted 
in association. Graves’s disease, simple en- 
largement of the thyroid, infantilism, myas- 
thenia gravis, epilepsy and other psychoses, 
eczema and prurigo, are among the com- 
monest. The sudden death correlated with 
this state is primarily syncopal, and this is 
true not only of those alleged against 
chloroform, but also of those totally uncon- 
nected or only remotely connected there- 
with. 

It would be a mistake to lose sight of the 
fact that whilst the relation of this patho- 
logical state to inhalation anesthesia gener- 
ally, and to chloroform narcosis in particu- 
lar, is of great importance, and offers some 
data for consideration in arriving at a just 
understanding of its true bearings, the issue 
cannot be decided without a most catholic 
examination. It is at present quite uncer- 
tain whether this is a disease of the lymph- 
oid tissues themselves, or whether the 
lymphoid hyperplasia is only the expression 
of a chronic toxemia, a perversion of nutri- 
tion, or a disturbance of the remarkable 
harmony that is preserved amongst the 
many internal secretions of the normal indi- 
vidual. It may be remarked that with a 
great array of morbid signs there is a signal 
absence of symptoms. In a well-marked 
case the condition could probably be recog- 
nized by any competent observer who had 
occasion to make a thorough examination, 
but apart from the impulsion afforded by 
the diseases so often associated, there is 
little to bring the patient to the doctor. It 
has happened in the past that incidental ob- 
struction in the upper air-passages has gen- 
erally been the factor to thrust the patient 
into medical hands, and so to the anesthe- 
tist. The anesthetist is certainly not always 
unable to make a diagnosis. In a recent 
instance narcosis was induced despite the 
diagnosis, and no untoward symptoms ap- 
peared. A few weeks later the correctness 
of the opinion was verified by the sudden 
death of the patient when convalescent, 
from some trivial “cause.” In another in- 
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stance the blood count that showed the 
expected lymphocytosis revealed also an 
eosinophilia that indicated helminthiasis, 
and hinted thereby at a conceivable source 
of toxemia. 

Enough has been said to indicate that we 
are still in the stage of suspicion and con- 
jecture, but if more were wanted it could 
be furnished by the current speculations as 
to the conflicting parts played by the thyroid 
and the thymus, the pituitary, and the adre- 
nal medulla, to mention only the most 
obvious. It is indeed high time all available 
information were collated as a preliminary 
to further observation and research, but 
there are no grounds for alarm. The status 
lymphaticus is no new thing, no fresh 
source of panic has sprung up to strike 
terror into the hearts of anxious parents 
and timorous sufferers. It is only new in 
the sense that isolated observations accumu- 
lating over a number of years, and deriving 
a disproportionate importance from the 
tragic circumstances surrounding certain 
examples, have now assumed definite shape 
in the minds of clinicians. Hitherto the 
ordinary text-books, naturally enough, have 
not had a great deal to say on the subject, 
and as the opportunities any one man has 
of meeting these rare cases are necessarily 
very limited, what has been said has per- 
haps not hitherto received all the attention 
it deserved.—British Medical Journal, Jan. 
8, 1910. 





PREVENTION AND INHIBITION OF 
PERITONITIS, WITH ESPECIAL 
REFERENCE TO THE HARM 
DONE BY CATHARTICS IN 
INCIPIENT PERITONITIS. 

OcHSNER contributes to the Boston Medi- 
cal and Surgical Journal of February 10, 
1910, a paper with this title. His conclu- 
sions are as follows: 

1. A careful physical examination should 
always be made in cases suffering from gas- 
tric disturbances, nausea, gaseous distention 
or pain in any portion of the abdomen, so 
that an early diagnosis can be made. In 
acute cases, violent manipulations are dan- 
gerous and not necessary during examina- 
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tion. They may cause a diffusion of septic 
material. 

2. A diagnosis of chronic appendicitis, 
gastric or duodenal ulcer, or gall-stones 
should be made through a careful study of 
the history and physical examination, and 
relieved by proper treatment before a per- 
foration is possible. 

3. Patients suffering from intestinal 
obstruction, whether this be due to strangu- 
lated hernia, constriction by bands or 
adhesions, volvulus, intussusception or 
kinking of intestine, Meckel’s diverticulum, 
gall-stone, or carcinoma, should be operated 
at once, and they should never, under any 
condition, receive either cathartics or food 
by mouth after this condition is even sus- 
pected. 

4. Gastric lavage should be employed in 
these cases at once and again immediately 
before operation, and it is well to leave the 
stomach-tube, preferably the form invented 
by Kausch, in the stomach to drain out any 
intestinal fluid which may regurgitate dur- 
ing the operation. Many of these cases can 
be operated under local anesthesia. 

5. Opium in any form should never be 
given before a diagnosis has been made, and 
never in the presence of any form of peri- 
tonitis, unless gastric lavage has been made, 
and the introduction of every form of 
nourishment and cathartics by mouth is 
absolutely prohibited. This applies to even 
the simplest forms of liquids, like beef tea 
or broth, and also to the use of champagne 
and other stimulants. 

6. This applies quite to the same extent 
to postoperative treatment. 

%. In military surgery it is most import- 
ant as a prophylactic measure that soldiers 
enter the firing line with empty stomach 
and intestines. 

8. Abdominal wounds made during battle 
with large objects like splinters from shells 
indicate immediate operation. 

9. Abdominal wounds inflicted in battle 
by small caliber bullets, in the absence of 
hemorrhage, should be treated by absolute 
rest; not even water should be given by 
mouth. 

10. An exception should be made in 
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cases which can be in the hands of the 
operating surgeon with satisfactory assist- 
ants and facilities within two hours after 
the injury. Under these conditions an 
immediate abdominal section is indicated. 

11. Gastric lavage should be made at 
once in every patient suffering from any 
form of peritonitis, except from stomach or 
duodenal perforation, if nausea or vomiting 
or gaseous distention is present, no matter 
what other form of treatment may be con- 
templated. 

12. No food of any kind whatever and 
no cathartics should ever be given by mouth 
in the presence of peritonitis, no matter 
what other form of treatment may be con- 
templated. 

13. Even water by mouth should be pro- 
hibited until the patient is well on the way 
to recovery. 

14. Instillation of normal salt solution by 
the drop method, by rectum as introduced 
by Murphy, or by some other safe non- 
irritating method in peritonitis. It is well 
to give normal salt solution continuously 
from one or two hours and then to interrupt 
this treatment for two hours. 

15. In rare cases in which this method 
cannot be employed, normal salt solution 
should be given subcutaneously in quanti- 
ties of 500 to 1000 Cc. sufficiently often to 
overcome thirst and keep the blood-vessels 
filled. 

16. Large enemata, except by the drop 
method, should never be given in the pres- 
ence of peritonitis. 

1%. In order to prevent postoperative 
peritonitis, it is important never to trauma- 
tize the intra-abdominal organs unneces- 
sarily during operation. 

18. Much less handling of the intestines 
is necessary if these are not distended with 
gas, a condition which can best be secured 
by giving the patient two ounces of castor 
oil on the day before the operation, but this 
should never be given in the presence of 
even the slightest amount of peritonitis of 
any form. 

19. Gastric lavage following abdominal 
section often prevents incipient peritonitis 
from progressing by inhibiting peristalsis; 
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it should always be employed in the pres- 
ence of nausea or vomiting or gaseous 
distention. In order to prevent gagging, it 
is well to spray the pharynx thoroughly 
with a 2-per-cent solution of cocaine ten 
minutes before the stomach-tube is intro- 
duced. 

20. In acute appendicitis the appendix 
should be removed before the infection has 
extended beyond the organ. . If conclusion 
No. 1 is adhered to, this can be done in 
almost every case with almost perfect 
safety, because the patient can then be 
placed in the hands of a competent surgeon 
within thirty-six or forty-eight hours from 
the beginning of the attack. 

21. In subacute and chronic appendicitis, 
the appendix should be removed before it 
has an opportunity to cause an acute attack. 

22. In acute appendicitis which has been 
carried through an attack without an oper- 
ation, it is well to confine the patient abso- 
lutely to a liquid diet until his appendix 
has been removed. 

23. In cases of acute appendicitis, either 
perforative or gangrenous, which have re- 
ceived some form of food or cathartics 
after the beginning of the attack, which 
reach the care of a surgeon too late for a 
safe early operation, and are suffering from 
beginning diffuse peritonitis, gastric lavage, 
absolute abstinence from food and cathar- 
tics by mouth and the slow instillation of 
normal salt solution by rectum are indi- 
cated. 

24. This will result in the increase of 
resistance against infection to such an 
extent that 97 per cent of these cases of 
perforative or gangrenous appendicitis can 
later be operated with safety. 

25. Feeding should be entirely by ene- 
mata, preferably consisting of one ounce of 
a commercial concentrated liquid food dis- 
solved in 3 ounces of normal salt solution 
given slowly every three or four hours 
through a small rubber catheter introduced 
into the rectum not more than three inches. 

26. From ten to thirty drops of deodor- 
ized tincture of opium should be added to 
each rectal feeding, until there is no longer 
any pain. 
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27. Placing these patients in the Fowler 
position greatly increases their safety. 

28. The application to the abdomen of a 
large, hot, moist dressing of equal parts of 
saturated solution of boric acid and alcohol 
greatly increases the comfort of these 
patients and prevents harm from manipu- 
lations. 

29. It is important for the general practi- 
tioner and the general public to become 
familiar with the danger of giving any kind 
of nourishment or cathartics by mouth in 
the presence of impending peritonitis from 
any cause, and that this applies to milk, 
broth, and other forms of liquids, and even 
to giving of water by mouth. 





THE TREATMENT OF CORYZA BY 
MENTHOL. 

Les Nouveaux Remédes of March 24, 
1910, gives the following advice: Prepare 
a mixture of menthol and chloroform, equal 
parts; and mark “For inhalation.” Place a 
few drops of the mixture upon the handker- 
chief and inhale through the nostril. It is 
stated that such an inhalation causes the 
sensation of obstruction in the nose to im- 
mediately disappear. A few drops may 
also be placed in a cup of hot water and 
the vapor inhaled, and a little brandy may 
be added to improve the odor. We would 
suggest that the patient be cautioned not to 
pour too much of the mixture on the hand- 
kerchief because of the presence of chloro- 
form. 





THE PREVENTIVE TREATMENT OF 
OPHTHALMIA NEONATORUM. 

The report of a committee on this subject 
is found in the American Journal of Ob- 
stetrics for February, 1910. Its recommen- 
dations are as follows: 

1. That immediately following the birth 
of the infant the eyes should be carefully 
wiped with sterile gauze dipped in a satu- 
rated solution of boric acid, and then a 
5-per-cent sophol, 25- to 50-per-cent argy- 
rol, or 10- to 20-per-cent protargol solution, 
used as a prophylactic against ophthalmia 
neonatorum. 
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Late infection comprises one-fourth of 
the cases of ophthalmia neonatorum, and 
may be due to faulty application of the 
prophylactic, or latent gonorrhea. More 
often it is the result of contamination from 
the vaginal secretion because of lack of 
vigilance, or ignorance on the part of at- 
tendant or mother; therefore the nurse 
should be instructed to thoroughly scrub 
her hands with soap and water and disinfect 
them before washing the -infant’s eyes, 
dressing the navel, and bathing the mother. 
The mother’s hands should be cleansed 
several times daily, particular attention 
being given to the nails, and she should be 
repeatedly warned as to the danger of the 
lochia. By careful attention to these pre- 
cautions the morbidity from ophthalmia can 
be greatly reduced if not entirely controlled. 

2. That the solutions be dispensed in 
amber-colored sterile tubes sealed with par- 
affin for use by midwives; that a small 
quantity of sterile gauze be placed in the 
prophylactic package. 

3. That suitable instructions as to tech- 
nique be printed on the birth certificate. 

4. That legislation be enacted for the 
control of midwives. 

5. That midwives be compelled to make 
report of births within twenty-four hours 
following delivery. 

6. That the health department furnish 
the drugs gratuitously to indigent cases. 

?. That in cases of ophthalmia occurring 
in patients under the charge of midwives 
they be required to summon a physician 
immediately or notify the health department 
promptly. 





THE TREATMENT OF RHEUMATIC 
FEVER. 

Meara in the American Journal of the 
Medical Sciences for March, 1910, con- 
tributes an article on this topic. He advises, 
as a rule, the use of the preparation that 
has stood best the test of time and experi- 
ence. In this case it is the sodium salt of 


salicylic acid. The writer asserts that the 
acid itself is too irritating to administer 
Order 
Do not 


internally over a length of time. 
the drug alone, in simple solution. 
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fall a victim to polypharmacy. Good poly- 
pharmacy is an art that few attain, if, in- 
deed, it is attainable. The polypharmacy 
that most of us practice labels us as copy- 
ists. Be sure that the drug is chemically 
pure. There are two ways of attaining a 
pure drug: First, specify the chemist’s, 
that is, manufacturer’s, name; secondly, 
send the patient to a druggist whose honesty 
is his commercial success. Unless this 
precaution is taken a cheap synthetic 
sodium salicylate, contaminated with the 
by-products of its synthesis, may be used, 
and to these impurities may be attributed 
much of the gastric irritation and other 
toxic manifestations of the drug. Order 
the dose to be taken well diluted. 

For example, write thus: 

R Sodii salicylatis, 15.0; 

Aque destillate, q. s. ad 60.0. 

M. et S.: One teaspoonful in water every two 
hours. 

One will note that this calls for a 2- 
ounce mixture, but is written in the metric 
system, and that there are just as many 
grammes in this 2-ounce, or 60-Cc., mixture 
as the author wants to give grains in one 
dose. Even the water has as many cubic 
centimeters as he wants to give drops in a 
dose—60—that is, 1 teaspoonful. 

Sometimes the salt is better borne and 
less disagreeable to the taste if a little 
glycerin is used, as: 

R Sodii salicylatis, 15.0; 

Glycerini, 15.0; 
Aquz destillatz, q. s. ad 6.00. 

M. et S.: One teaspoonful in water every two 
hours. 

If one has doubts about his patient’s 
ability to get a good salt, he should order 
the salt made fresh from salicylic acid by 
adding sodium bicarbonate. This is a very 
excellent way of writing the prescription: 

Rk Acidi salicylici, 15.0; 

Sodii bicarbonatis, q. s.; 
Aquz destillatz, q. s. ad 60.0. 


M. et S.: One teaspoonful in water every two 
hours. 

The druggist is to use of the soda what 
is needed; he adds definite proportions of 
the two drugs, if he follows the Pharma- 
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copeeia, or he simply adds soda to the solu- 
tion of the acid until effervescence ceases— 
that is, until no acid is left to liberate the 
CO, from the soda. If, for any reason, 
sodium salicylate is not well borne, one may 
have recourse to another form of the drug. 
The author’s own preference, he asserts, is 
for aspirin, which is an acetylsalicylic acid; 
that is, it is salicylic acid in which the H 
of the OH group has been replaced by an 
acetic acid radicle, CH,CO. 

This substance is a white powder, formed 
of small crystalline needles, practically in- 
soluble in water (100 parts) and in acids, 
so that it passes through the stomach for 
the most part unchanged, and is broken up 
in the intestine. It is less irritating to the 
stomach, but that it is devoid ofall the dis- 
advantages of the sodium salt its chemical 
structure forbids us to believe. The writer 
has observed in one instance a massive angi- 
oneurotic edema of the face follow a single 
small dose, and has seen three such cases 
reported in the literature since. However, 
he believes it to be a very valuable form of 
Salicylic acid. It is best prescribed in cap- 
sules. The dose is practically the same as 
the sodium salt, or about 15 grains for a 
beginning dose. 

Another excellent preparation of the 
Salicylic acid series is the ester, methyl 
salicylate—that is, salicylic acid in which 
the H of the acid group is replaced by 
methyl CH. 

Methyl salicylate is a volatile oil that 
constitutes well over 90 per cent of the oil 
of wintergreen, the well-known Gaultheria 
procumbens of our woods, and of the oil 
of birch, oleum betule, obtained from the 
bark of the sweet birch, Betula lenta, or is 
produced synthetically. Of the three, the 
oil of wintergreen is, as a rule, preferred. 
It may be given in capsules, in emulsion, 
or in milk. The author very much prefers 
the capsules, because in emulsion the de- 
cided taste of the drug, which may be 
agreeable at first, soon palls on the patient. 

As for its administration in milk, the 
same objection obtains, and what is much 
more important, it violates a rule that 
Meara believes one should invariably ob- 
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serve—never to give medicine in food, for, 
if the medicine does disagree, its association 
in the mind of the patient with the food 
may produce a disgust for food which may 
be the mainstay of the case. The drug is 
usually very well borne, but its decided 
taste, even when given in capsules—for the 
slight eructations it often induces are a 
constant reminder—is the chief drawback. 
One will rarely have to choose outside of 
one of these three forms of salicylic acid 
in the treatment of rheumatism. If he 
does, the great probability is that he has 
not administered these forms properly, or 
that the patient cannot stand salicylic acid 
in any form, or that the series does not 
meet the needs of this particular case. 





THE EFFECTS OF ALCOHOL AS 
OBSERVED IN DERMATOLOGY. 

In the New York State Journal of Medi- 
cine for February, 1910, BULKLEy states 
that an aspect of the effects of alcohol as 
observed in dermatology relates to its local 
use therapeutically, concerning which there 
have been many reports. 

Dating back even to Scriptural times, we 
learn of the treatment of wounds by means 
of alcohol or its compounds; thus, “pouring 
in wine and oil” was a common practice in 
ancient times. We know that even up to 
quite a recent period the Hebrew operator 
in circumcision would staunch the hemor- 
rhage by taking a mouthful of wine and 
holding the bleeding organ in the mouth for 
a short while. (It was from this practice 
that many cases of circumcision chancre 
have occurred in the past.) 

Various suggestions have been made 
from time to time in regard to the local use 
of alcohol to the skin, and it has attained 
a pretty definite position of usefulness in 
connection with antisepsis in surgery; its 
bactericidal qualities are now well recog- 
nized. Its antidotal action to carbolic acid 
is too well known to comment on, and many 
an otherwise bad burn of the skin from 
carbolic has been averted by the prompt 
application of alcohol. 

Wilson called attention to the value of 
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alcohol as a refrigerant for subduing the 
heat and burning of local inflammation, 
especially in a diluted form as an evaporat- 
ing or cooling lotion. Alcohol is also of 
value in various combinations for applica- 
tion to the skin and scalp. 

Salzwedel advises alcoholic applications 
in phlegmonous and similar inflammations 
as follows: After cleansing with ether, 
thick layers of cotton saturated with 90- 
per-cent alcohol are laid on the part and 
covered with impermeable material, per- 
forated so as to hinder but not to com- 
pletely prevent evaporation. He claims 
good results, the fever abating and sup- 
puration being materially quickened. 

Heuss recommends compresses with 
alcohol in a variety of inflammatory pro- 
cesses, sycosis, furunculosis, indolent ulcers, 
whitlow, etc. He uses six to eight folds 
of gauze wet in a 95-per-cent alcohol, with 
an impermeable dressing over it, and claims 
a quieting, softening, and antiphlogistic 
action better than with any other dressing. 
Romme _ indorses all that Salzwedel, 
Schmidt, Loew, and Heuss have written on 
the subject, and believes that if applied 
early it allays inflammation in the subcu- 
taneous tissue and prevents the production 
of pus; when used later it favors its point- 
ing in a good place. In addition to its 
serving as a moist dressing, he believes that 
alcohol also acts favorably by virtue of its 
hygroscopic powers. 

Kaufmann, collecting together 52 writ- 
ings concerning the external use of alcoholic 
preparations, shows that the method which 
Salzwedel had brought forward was one of 
great antiquity, and that alcohol had long 
played a conspicuous part in local medica- 
tion, from its powers as a deodorizer. 

Sswekjew further indorses the method of 
using alcohol compresses in various inflam- 
matory processes of the skin and subcu- 
taneous tissue, mentioning the work of 
Lanz and Hebra in this connection. 

Albert Kaiser treated 93 cases of various 
inflammatory affections with alcohol dress- 
ings, and reports that nothing better could 
be desired. He uses a 94-per-cent alcohol 
on compresses of a peculiar kind made by 
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a German firm, covered with an impermea- 
ble dressing; the part is first freed from 
all fatty matter by means of benzine and 
alcohol. 

Unna asserts that as far back as 1882 the 
introduction of the alcohol spray exerted a 
noteworthy influence in the treatment of 
eczema. As the effect of the latter is 
transient, however, he spent some years in 
producing a permanent alcohol dressing, 
having used the ordinary evaporating 
methods and those with impermeable dress- 
ing. The composition which he recom- 
mends is stearinate of soda 6, glycerin 2.5, 
alcohol ad 100. This can be used where 
a bandage is impracticable, has high bac- 
tericidal powers, and is free from irritant 
action. 

Lauder Brunton states that the applica- 
tion of absolute alcohol will check the 
itching in pruritus ani. 

Dupas advises a 90-per-cent alcohol for 
the treatment of herpes, as Leloir, his mas- 
ter, had already done in 1885. He claims 
that in the erythematous stage the eruption 
disappears in a few hours, and when it has 
reached the stage of vesication it yields in a 
few days; not only was this used by Leloir 
in febrile herpes, but it was found also 
effective in herpes zoster. Later Leloir 
advised the addition of a small proportion 
of carbolic acid, which lessened even more 
the burning sensation and pain. The appli- 
cation is made by pads of cotton frequently 
renewed during the day. He brings for- 
ward some very convincing cases in support 
of his views. 

Hebra junior reported at the Vienna 
Dermatological Society the treatment of six 
cases of lupus erythematosus by means of 
very frequent applications of alcohol, 40 to 
50 times a day, of which five cases were 
cured. Kohn, at the same meeting, reported 
the case of a 23-year-old girl, which he had 
treated in this way with brilliant results. 
Kaposi and Neumann indorsed the method, 
recalling that the elder Hebra treated the 
disease with a tincture of green soap. 

Cantoni reported the cure of favus by 
continued appplications of rectified spirit. 
He claims that the alcohol penetrating the 
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epidermis acts as an energetic parasiticide. 
This would seem doubtful in view of the 
fact that alcoholic solutions of mercury, 
etc., are often used without any very special 
results. 

Finally, as an illustration of what has 
been attempted with alcohol we may men- 
tion that Abrahams reports the treatment 
of acne rosacea with subcutaneous injec- 
tions of 95-per-cent alcohol, 20 to 30 drops, 
repeated at the most three times a week. He 
claims that there was a brief anemia pro- 
duced by the injection, followed for several 
hours by a hyperemia, by which obliteration 
of the dilated vessels was accomplished, but 
only after two or three months. It is ques- 
tionable if others will indorse such a treat- 
ment. 





THE TREATMENT OF EPISTAXIS BY A 
SIMPLE METHOD. 

Boyp in the Australasian Medical Gazette 
of January 20, 1910, advises the following 
plan of treatment: 

Take a piece of fine starched muslin 5 to 
6 inches square. Impinge the points of a 
closed dressing forceps—a thin penholder 
will do—in the center, and pull the muslin 
over the forceps, forming a closed umbrella 
appearance with the forceps as the handle. 
This is now passed through the nostril until 
it comes in contact with the posterior naso- 
pharyngeal wall, and the forceps is with- 
drawn. The ends of the muslin are now 
spread over the face and steadied in place 
by the fingers of the left hand, and the 
hollow cone now left is rapidly plugged 
from behind forward with small pieces of 
cotton-wool soaked in any available styptic 
—.e., vinegar—as firmly as thought desir- 
able, the projecting ends of the muslin are 
trimmed off, and the little operation is com- 
pleted easily in a couple of minutes. The 
second nostril is similarly dealt with if 
required. If it be not necessary to plug the 
postnasal fossa (doing the latter will almost 
invariably leave temporary deafness), the 
muslin cone, after withdrawal of the 
forceps, can be pulled forward to clear the 
posterior wall of any pressure before the 
plugs are introduced. The muslin should 
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not be moistened, and the little plugs should 
be rapidly introduced before the cone gets 
flabby with moisture, as they slip in so 
much more easily. 

The author thoroughly tested the above 
plan in three cases in consultation (1 
scurvy, 2 hemophilia) where Bellocq’s can- 
nula, the catheter, and finger in the naso- 
pharynx had all been tried with most 
indifferent results, as the replugging started 
the bleeding afresh. The bleeding was con- 
trolled at once, and there was no trouble in 
withdrawing the plug forty-eight hours 
later and replacing it without more than a 
little oozing. All the cases were profoundly 
collapsed, the hemorrhage having continued 
for several days. 

To sum up: 

1. The procedure is only “inconvenient” 
to both patient and surgeon. 

2. It is over in a few minutes. 

3. With a little practice the internal pres- 
sure can be regulated almost as well as a 
Rose’s bag. 

4. There is no ligature passing through 
the mouth from a posterior plug. 

5. There is no trouble or pain in its re- 
moval and replacement, and the latter 
causes the minimum of irritation. 

6. All necessary adjuncts can be obtained 
in any household. 

7. Any light is sufficient for the purpose. 





HYPERCHLORHYDRIA. 


The Medical Record of February 12, 
1910, contains an article by Turck on this 
subject. He well says that the examination 
of the stomach with a rubber tube is usually 
dreaded by the patient, and the nervous fear 
entertained may prevent the introduction of 
the tube. Where such a condition exists, 
the author uses his intragastric reagent cap- 
sule for determining the presence or absence 
of gastric acids. This he first described in 
the British Medical Journal of November 
19, 1898. This summer (1909) the author 
found it in use in the clinics of Europe. 
The reagent capsule contains a small piece 
of rubber drainage tube about an inch in 
length, slit so as to carry three test-papers 
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or bits of cloth, colored with litmus, Congo 
red, and dimethylamidoazobenzol. The 
small tube with the inserted papers or cloth 
is placed in an ordinary gelatin capsule, 
which can be readily swallowed by the 
patient. Through the tube is passed a silk 
thread carrying a good-sized lead shot at 
the end. In five minutes the capsule will 
dissolve in the stomach; the rubber tube 
fills with gastric juice and the test-papers or 
cotton become saturated. When the string 
is withdrawn fifteen minutes after swallow- 
ing, the coloring of the papers will at once 
indicate the chemical nature of the stomach 
contents. The liquid in the little tube can 
be used for further examination. 

The reagent capsule causes the patient no 
distress and it gives a qualitative test for 
acidity of the stomach contents. This aids 
materially in making superficial examina- 
tion of a sensitive patient, who will later 
more easily submit to the use of the 
stomach tube. 

The author prefers to examine the stom- 
ach with the patient in the reclining posi- 
tion. The stomach contents flow out of 
the tube with ease; and in cases of pro- 
lapsed stomach, from the lowest part of the 
cavity, where the food or secretion is more 
easily reached. Care should be taken that 
the tube is sufficiently long. He recently 
had a case giving all the symptoms of 
hyperchlorhydria of retention, and yet 
several examinations of the stomiach, even 
with the patient in the reclining position, 
had revealed (one hour after test meal, and 
also four to five hours after regular break- 
fast) small amounts of food remnants, 
mucus in abundance, and no free HCl. He 
made another examinaticn (four hours 
after regular breakfast) with a very long 
double tube, introducing it full length. He 
then inflated the stomach with air under 
gentle pressure until the outline of the 
greater and lesser curvatures could be seen 
on the surface. Almost immediately the 
food began to come from the tube. Pres- 
sure of the hands upon the abdomen caused 
it to literally pour out, the gastric muscle 
being so weak that almost no peristalsis was 
presented, and the outflow was dependent 
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upon the pressure of air within and of the 
hands without. In this instance he obtained 
nearly a quart of highly acid food, which 
soon separated into granular and fluid 
layers. Further examinations confirmed his 
diagnosis of hyperchlorhydria of retention 
due to atony. 

The expulsion method of obtaining gas- 
tric contents excites peristalsis, which is the 
important factor in expelling the food 
through the tube. This frequently takes 
place, even though the tube used is too short 
to reach the lower part of the stomach 
where the food and secretion lie. If the 
stomach is dilated and the muscle is atonic, 
as in the case just cited; the tube must be 
long enough to extend into the contents. 

The nature of the response of gastric 
muscle to compressed air inflating a stom- 
ach indicates definite conditions. From a 
dilated myasthenic stomach, air will return 
slowly and with little force. If nebulized 
oil is introduced into such a stomach, the 
cloud escaping at the end of the tube will 
be faint and diffuse. The opposite results 
are obtained from a “leather bottle” stom- 
ach, or one in which the muscle is hypertro- 
phied because of pyloric stenosis. [f 
compressed air be injected, it will return 
almost instantly, as from a bottle, in short, 
sudden puffs, which can be distinctly felt 
with the hands or cheeks. The volume and 
pressure of air which a stomach will hold 
without pain or cramping indicate the size 
of the organ. With the patient in a reclin- 
ing position, the outline of the curvature 
can easily be made by inflating with air. 
As the air enters it has a peculiar rumbling 
sound, and the force of it can be felt 
through the abdominal wall. This obviates 
the confusion which often arises from 
mistaking a dilated colon for stomach. 

The double stomach tube would appear 
to be much the best for gastric examination 
and treatment. By this means air can be 
introduced through the small tube while the 
larger one permits an immediate escape of 
the air in response to peristalsis. The dis- 
tress to the patient is less than in the use of 
single tubes, and the danger much less. It 
is not necessary here to consider conditions 
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in which the stomach tube should not be 
used. 

For gastric lavage the author prefers the 
patient to lie down. The water is in this 
position more easily siphoned out, and by 
placing the patient on his side, with the 
head over a portable sink or large basin, the 
floor and adjacent furniture do not become 
soiled with suddenly expelled contents from 
the stomach. Furthermore, it is especially 
advantageous to administer gastric lavage 
to a patient in the reclining position. 

In all cases of hyperchlorhydria, as far 
as possible the cause should be removed. 
Usually more than one cause exists, and it 
is frequently difficult to persuade the patient 
to give up habits which are either very dear 
to him or else very necessary to his liveli- 
hood. Consequently, the treatment of those 
cases may entail a complete change in life 
and work. 

The writer considers briefly the follow- 
ing details: (1) Habits of living; (2) diet; 
(3) medicine; (4) local applications to the 
stomach; (5) local applications to the 
colon; (6) surgery. 

In many cases of hyperchlorhydria, espe- 
cially of the neurotic type, if the causes 
are removed, the patient will soon recover. 
Outdoor exercise, fresh air, and sunshine 
should break up the monotony of sedentary 
life. The devitalized air of a building robs 
the skin and internal organs of their tonic- 
ity, and the reflex areas lose their sensitive- 
ness. Coffee and tea result in similar con- 
ditions. The first effect of coffee is 
exhilarating. Many, therefore, think tea 
and coffee do them great good; but their 
effect is produced before digestion or as- 
similation have taken place, and what seems 
to be strength is only nervous excitement. 
The overworked nerves and muscles of the 
stomach need rest and quiet, instead of 
abnormal stimulation. 

Tobacco and alcohol should be discarded. 
Tobacco is a slow, insidious, malignant 
poison, and, in whatever form it is used, it 
is irritating to the stomach. It is all the | 
more dangerous because its effects are slow ; 
but once the stomach has succumbed to it, 
and the muscle is weak and atonic, an im- 











mediate effect follows 
tobacco. 

Highly seasoned foods, hot sauces, mus- 
tard, pepper, spices, pickles, and the extrac- 
tives of meat are frequently responsible for 
hyperchlorhydria. If a patient has partaken 
freely of these kinds of food, he should 
change to a more simple diet. The extrac- 
tives of meat not only possess no nutritive 
value, but are irritating to the stomach. 
They also increase the growth of bacteria. 
The fat in the beef is largely stearin, and it 
taxes a weak digestion more than do fats 
with a lower melting point, such as cream. 
If meat is prepared free from the fat and 
extractives, its nutritive value is not lost, 
but really increased, on account of the pro- 
tein concentration. Soak chopped or ground 
steak in ice water for twenty-four hours; 
press out juice and wash pulp in boiling 
water to remove fat; steam in autoclave or 
steamer, if possible, under 20 to 30 pounds 
pressure, for four to five hours. Drain the 
meat stock of its water and keep on ice. By 
this method not only are the irritating 
elements of the meat discarded, but it is 
rendered more digestible ; the high tempera- 
ture hydrolyzes the connective tissue into 
gelatin. This stock can be made up into 
creamed meat, meat loaf, stuffed tomatoes, 
etc., the flavors being supplied in the form 
of mushrooms, celery, and onion, while 
cream and butter substitute the discarded 
fat. This process also renders the meat 
salt-free, which in some cases is an advan- 
tage, as the author orders all food to be 
taken for a time free from salt, in advanced 
hydrochlorhydria. 

Rapid eating and overeating are frequent 
causes of hyperchlorhydria. To break up 
these habits, let dry, hard toast or biscuits 
be a part of every meal. On the other hand, 
caution should be taken that the patient 
does not chew his food too long, lest the 
psychic influence of this extreme increase 
the already existing secretions. Steamed 
rice, stewed berries, especially huckle- 
berries, baked apple, creamed toast, poached 
egg on toast, purée of pea, cream pea soup, 
and extract-free meat make a representative 
dietary. Let the meal consist of two or 
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three different kinds of food only. Some 
patients cannot take more than one kind, at 
least for a long time. Frequent meals 
increase both psychic and reflex secretion. 
A longer pause or rest period between meals 
often produces brilliant results. Two meals 
a day, breakfast at seven or eight o'clock, 
and dinner at five or six o'clock in the 
evening, are an important prescription. 
Oftentimes this regulation alone puts the 
patient on his feet. The rest thus given the 
stomach may enable it to heal without other 
treatment. Aside from the diet regulations, 
the author makes out a few rules of hygiene 

for his patients: 

1. Plenty of fresh air every day; if pos- 
sible, sleep in open air. 

2. Do not drink with meals. Drink freely 
of water in middle of day, beginning three 
or four hours after eating. 

3. Avoid such combinations as milk and 
sugar, fruit and vegetables. Do not take 
bouillons or meat broths. In general, leave 
soups out of the diet. 

4. Plan to eat two or three substantial 
foods at a meal. Fruits and cereals can 
be best eaten in the morning; vegetables 
and meat at dinner. 

5. From eight to ten hours should inter- 
vene between breakfast and dinner (time 
in each case determined by examination). 

6. Do not eat when tired; be cheerful at 
meal-time; do not eat alone. Take plenty 
of time for eating; chew the food thor- 
oughly, but not too long. Never eat 
between meals, not even sweets and dain- 
ties. 

%. Avoid sweet desserts and rich salads. 

8. Discard tobacco and alcohol, tea and 

coffee. , 
Gelatin and agar-agar are very soothing 
to irritated stomachs. Gelatin makes up 
best as a simple dessert; agar-agar as a 
breakfast food. Agar-agar prohibits germ 
growth; it helps to lessen the bacterial 
infection so often present in the stomach in 
hyperchlorhydria, it breaks up the infections 
in the colon, and therefore relieves the con- 
stipation frequently accompanying this 
condition. 

The use of carbonic oxide gas lessens the 
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irritable sensations in hyperchlorhydria, and 
it is customary for patients to drink aerated 
waters. The gas stimulates peristalsis by 
the stretching or tension produced upon the 
muscle wall. The relief obtained by taking 
bicarbonate of sodium is due not only to the 
resultant neutralization of the acids, but the 
nascent carbonic gas also mechanically 
stimulates peristalsis. Peroxide of hydro- 
gen (one to two drachms in water) lessens 
distress in the stomach by inhibiting bac- 
terial growth and by checking the overpro- 
duction of acid. It is, therefore, a most 
valuable gastric remedy and is harmless. 
The more recent oxidizing remedies that 
liberate oxygen slowly possess the advan- 
tage of not being so fulminating in effect. 

While alkalies usually bring relief, indis- 
criminate use of them may increase the 
irritability. Magnesia has more combining 
powers than bicarbonate of sodium, and is 
less irritating. Mixed alkaline treatment is 
most efficacious. The following prescrip- 
tion has proven of considerable value: 

Menthol, gr. ij; 

Sodii bicarb., 3ij ; 
Potassii bicarb., 3ij; 
Magnesii carb., 4a 3ss; 
Calcii carb., 3ij; 
Bismuthi subnitratis, 3ij. 

Triturate. Sig.: Take a pinch every hour or 
a teaspoonful three or four times a day. 

In gall-duct and hepatic disturbances 
associated with hyperchlorhydria, soap 
combined with ox-gall may be given in cap- 
sules. The salicylates will excite hepatic 
function; they are also useful in hyper- 
chlorhydria associated with lithemia, acid 
rheumatism, and gouty conditions. Urotro- 
pin in 10- to 20-grain doses has a sterilizing 
effect of considerable value. 

Olive oil possesses the advantage of not 
stimulating further production of HCI, and 
would seem to be a useful remedy as a 
local protection to the gastric mucosa. But 
in cases of retention, the olive oil undergoes 
decomposition, setting free fatty acids and 
thus increasing acid irritation. Vaselin, on 
the other hand, seems to offer soothing 
protection to the stomach, and it does not 
decompose. It inhibits bacterial growth 
and frequently relieves constipation. 
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No systematic drug treatment for hyper- 
chlorhydria and its associated conditions 
can be compared with the hypodermic 
injection of atropine, followed later by 
physostigmine. Atropine has a quieting 
antispasmodic effect, yet does not check 
peristalsis. It also renders the mucosa less 
sensitive to local irritation causing spasm. 

Physostigmine produces favorable condi- 
tions for peristaltic movement induced by 
the stomach or intestinal contents. Inject 
daily 1/200 to 1/60 grain of atropine sul- 
phate and follow later by 1/60 to 1/20 
grain of physostigmine sulphate. Begin 
with the minimum dosage and slowly in- 
crease. This will accomplish most excellent 


results. The injections may be made 
intramuscularly in the gluteal or crural 
regions. 


A stomach which has been highly and 
continuously acid for some time needs local 
treatment. To neutralize the excess of 
acids, either by combining them with 
albumen or by the administration of alka- 
lies, does not reduce the hyperacidity 
permanently, and may increase it. Applica- 
tions affecting the circulation of the stomach 
are more effectual. Gastric lavage with 
silver nitrate 1/1000 is very helpful in cases 
of high acidity due to gastritis, cholangitis, 
and disturbances of the liver with secondary 
stomach symptoms. The first effect of the 
silver nitrate upon the stomach is a superfi- 
cial coagulation of the cells; the dead 
epithelium, débris, and mucus are washed 
away with the lavage water. An intense 
hyperemia then follows, some blood may 
even color the washings, but the end result 
is a normal circulation of the stomach. The 
venous congestion is broken up and fresh 
arterial blood and lymph course through 
muscle and glands, with a resultant stimula- 
tion of new antibodies. In this procedure 
some albuminate of silver is formed and 
carried down into the duodenum, causing 
an intense hyperemia of the mural struc- 
The common duct is closed and the 
pancreas swell up, the liver 
sometimes nearly an inch in diametric 
increase. In three to twelve hours reaction 
takes place, the duct opens wider, and the 
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retained secretions flow out in abundance. 
Their alkaline reaction influences the 
pylorus so that the stomach can empty 
itself; the acid contents of the bowels are 
neutralized, and the intestinal digestion is 
assisted ; constipation is relieved; the stool 
may even be loose for a time. One or two 
applications of the silver nitrate lavage may 
start the patient permanently in the right 
direction; it should not be repeated oftener 
than every other day, and should always be 
given to a fasting stomach, never when 
food is present. Soap lavage is also useful 
in hyperchlorhydria, especially when due to 
hepatic infection. Soap not only mechani- 
cally cleanses the stomach, but it is found 
to be one of the most powerful excitants of 
secretin, which enters the circulation and 
stimulates the giands. Their fresh secre- 
tions hinder the growth of microOrganisms. 
By adding oil of cloves, oil of cinnamon, 
and menthol, the douching solution may be 
rendered still further antiseptic. Slippery 
elm also makes a soothing lavage. 





IODINE AS AN ASTRINGENT, ANTI- 
SEPTIC, DISINFECTANT, AND 
GERMICIDE IN MOUTH 
DISEASES. 

In the Journal of the American Medical 
Association of April 2, 1910, TALBor asserts 
that for an astringent, antiseptic, disinfect- 
ant, and germicide in the mouth there is 
nothing so convenient and quick-acting as 
tincture of iodine. The author asserts he 
used this drug as an astringent, antiseptic, 
and disinfectant in 1878, but did not know 
of its germicidal properties until six years 
later, although he was obtaining the desired 
results of germ destruction. 

Patients present themselves with fetor 
of the breath, pus about the teeth, inflamed 
gums, diseased alveolar processes, and 
mucus and saliva, the latter being also ropy 
and stringy, plaques on the teeth and decay, 
with all the forms of bacteria from the 
most harmless to the more dangerous 


pathogenic microérganisms, such as the 
pneumococcus, diphtheria bacillus, tubercle 
bacillus, and the germs of children’s dis- 
Miller has demonstrated more than 


eases. 
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fifty varieties of microOrganisms in the 
mouth. Pus germs are often present in and 
about the necks of the teeth and easily 


infect wounds and inflamed tissue. These 
germs are also taken into the stomach at 
every swallow, and some pass through into 
the intestines. While most of the better 
class of patients possess fairly cleanly 
mouths, yet from 12 to 20 per cent of 
all patients have pus germs in the oral 
cavity. 

. Tooth decay is due to lactic-acid ferment, 
and nearly every person has it to a greater 
or less extent. Clinic and dispensary 
patients, and especially the poorer classes 
who never use brushes, washes, or powders 
in the mouth, possess regular cesspools of 
filth. 

Before the fingers, even, are placed in 
such mouths, the mucous membrane, gums, 
and teeth should be thoroughly painted— 
completely covered—with tincture of iodine. 
Enough iodine should be applied to run in 
between the gums and the teeth, and ‘then 
it should be allowed to dry; afterward the 
mouth should be rinsed with water. 

Attention was first called to this method 
of procedure by the researches of the 
author on interstitial gingivitis. The path- 
ology of this disease showed the inflamma- 
tion to be deep seated throughout the 
alveolar process. In order to reach this 
inflammation, iodine alone would penetrate 
the bone. 

All people after the temporary teeth erupt 
have interstitial gingivitis more or less 
throughout life. The mouth of every 
patient, therefore, who has any operation 
on the mouth or teeth, since the author 
began this method, is treated to an iodine 
bath before or after the operation. This 
may occur every day, every other day, or 
whenever the patient has an appointment. 

The official tincture of iodine contains 7 
per cent of iodine dissolved in alcohol, to 
which is added 5 per cent of potassium 
iodide. This preparation, if used often, 
will cause the mucous membrane to become 
tender and sore; it will also, in some 
patients, destroy the mucous surface. To 
overcome this difficulty, many years ago 
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the writer formulated the following, which 
he has called iodoglycerole: 

Zinc iodide, 15 parts; 

Water, 10 parts; 


Iodine, 25 parts; 
Glycerin, 50 parts. 


The proportions were suggested by Prof. 
C. S. N. Hallberg, of the University of 
Illinois School of Pharmacy, in order to 
obtain a clear preparation without deposits. 
As compared with the ordinary tincture of 
iodine, its astringent properties are greatly 
increased, the glycerin causes rapid absorp- 
tion, and the irritating effects are reduced 
to a minimum. The penetrating effect is 
remarkable. The glycerin thickens the 
preparation and prevents it from mixing 
with the saliva and running over the mouth 
as the ordinary tincture will do. Long, 
round, wood applicators can be obtained at 
the drug and instrument houses, and on one 
end cotton is wound; this is saturated with 
the preparation and the gum margins above 
and below painted. The jaws are closed, 
the lips and cheeks distended, and the appli- 
cation made as before, the teeth also being 
covered; the lips and cheeks are held away 
from the jaws until the iodine has dried. 

No one drug will destroy lactic-acid 
bacilli and their ferment and thus stop tooth 
decay like iodine. Frequent applications 
will destroy all germs in the mouth and 
reduce mouth and general disease to a 
minimum. 

Before operations on the mouth and 
fauces, the gums, teeth, and mucous mem- 
brane should be given an application of 
iodine, especially in the removal of tonsils. 
After this treatment, and after the iodine 
has become absorbed, the tonsil or part to 
be operated on should receive similar treat- 
ment. This application should be made 
from ten to fifteen minutes before opera- 
tion. 

To prevent contagions and infections 
among public school children, their teeth, 
gums, and mucous membrane should be 
painted with iodoglycerole as often as once 
a month, during the school term. This 
method will also greatly reduce tooth 
decay. 
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IODINE AS AN ANTISEPTIC. 


Woopsury states in the New York Medi- 
cal Journal of March 26, 1910, that of all 
the drugs in the Pharmacopceia, the one 
which he has cause to eulogize the most in 
surgical therapeutics is iodine. Without 
discussing the bactericidal power of iodine 
in units of strength or millions of bacteria, 
the writer has found it practically to be a 
germicide unequaled by any other drug. In 
considering the subject of antiseptics the 
idea took form from the Claudius method 
of preparing catgut and the use of the once 
so much vaunted iodoform—especially in 
tuberculous abscesses—that iodine, in the 
official tincture or compound iodine solu- 
tion, owing to its penetrating power in 
human tissues, should have a_ beneficial 
effect in wounds. The lack of other anti- 
septics on one occasion first put this ques- 
tion to the test. It was mopped, in full 
strength of the tincture, in some cases of 
infected wounds of hands and feet of some 
natives of the island of Samar, and applied 
as a wet dressing on gauze. The result was 
most gratifying. 

During its use for over three years in 
various posts in the Philippine Islands and 
elsewhere, the writer has yet to see a drop 
of pus or an infected suture in a case not 
already purulent, and has noted rapid im- 
provement and recovery where the remedy 
could penetrate to the site of the active 
bacterial growth. The list includes a 
Czsarian section (on a native Malay) for 
puerperal eclampsia, tuberculous osteomye- 
litis of the tibia, gunshot wounds, amputa- 
tions, herniotomies, operations for varico- 
cele, abscess of the liver, gall-stones, 
appendicitis, and open operations on frac- 
tures, infected wounds, palmar abscesses, 
boils, felons, amygdalitis, granular eyelids, 
foreign bodies in the flesh, and in cases of 
subacute gonorrhea, gonorrheal cystitis and 
prostatitis, endometritis, following traum- 
atic abortion, ulcer of the cervix, and 
puerperal fever. From this catholic selec- 
tion it may be inferred that iodine is a very 
valuable antiseptic to the surgeon. 

While not heralding this as the great 
universal cure for surgical inflammations, 
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yet the writer has such dependence on its 
reliability that he now uses the following 
technique for operations of whatever 
nature, modified for those on the organs of 
special sense: 

The operator’s hands are scrubbed with 
soap and water, nails cleaned and trimmed, 
and when ready to make the incision the 
hands plunged boldly into a bowl of tinc- 
ture of iodine, which is rubbed over the 
skin to above the wrists, making what the 
writer calls his iodine gloves. The instru- 
ments must be boiled, because iodine 
tarnishes, but the experiment has been made 
of taking some old instruments from the 
shelf, wiping them with a damp towel and 
immersing them in tincture of iodine while 
the patient was being anesthetized for a 
minor operation. On one occasion, in a 
gall-bladder operation, a curette was needed 
which was not in the tray. There was not 
time for boiling one. One was taken from 
the case, washed under the faucet, and then 
dipped in the tincture of iodine for one 
minute and immediately flushed out. The 
patient recovered uneventfully. Needles 
and suture materials are dropped into the 
tincture of iodine when the anesthetic is 
commenced. There is no further prepara- 
tion of the field of operation than a general 
bath, and some soap and water at the time 
of the operation, followed by a liberal 
mopping with tincture of iodine. During 
all operations, and especially where the 
wound is likely to be contaminated by 
purulent or other discharges, the incision 
is mopped with the tincture as layer by layer 
is exposed. After evacuation of cysts, 
abscesses, or infected cavities the parts are 
carefully mopped with the tincture on gauze 
pledgets, and any tissue likely to have been 
in contact is treated likewise. Even the 
intestines stand this treatment well. The 
small amount of the drug necessary does 
not seem more provocative of adhesions 
than the use of dry gauze. Each layer of 
the wound is mopped as it is sutured, and 
finally the skin sutured also. A dressing of 
sterile gauze is applied in aseptic cases, and 
where the discharges are septic the gauze 
dressing is wet with the tincture. It will 
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be noted that the various discharges, blood, 
pus, and serum, will remove some of the 


iodine from the hands, which must be 
redipped from time to time, and for the 
same reason it is rare that the following 
day will show any stain on the skin about 
the wound. The experience of the author 
has been that there is little or no desquama- 
tion of skin and positively no wound 
reaction. To remove the stain after opera- 
tion the hands are washed with soap and 
water and then dipped in weak solution of 
ammonia, followed by starch, boiled or raw, 
hydrogen peroxide, and then by water. 
Woodbury advises that in the next case 
of ingrown toe-nail, varicocele, contused 
scalp wound, hernia, or bubo we try a 
liberal use of tincture of iodine without 
other cleansing, before, during, and after 
operation, and note the absence of wound 
inflammation, stitch abscess, and pain, and 
the prompt healing by first intention. Boils 
and felons covered by dressings wet in the 
tincture and covered by rubber or oiled silk, 
sealed with collodion to preserve moisture, 
will be absorbed if not already pointing. 





VACCINE THERAPY OF GONOCOCCUS 

VULVOVAGINITIS IN CHILDREN. 

HAMILTON records in the Journal of the 
American Medical Association of April 9, 
1910, his results with this plan. Three 
separate vaccines were used: 

1. Vaccine prepared from 16- to 18-hour 
blood-agar cultures from acute male 
urethritis, prepared after the method de- 
vised by Wright by Dr. R. V. Lamar of the 
Rockefeller Institute for Medical Research. 
The strength of the emulsions was 
100,000,000 killed bacteria to 1 Cc. 

2. Vaccine from a stock culture at the 
Presbyterian Hospital belonging to Dr. J. 
C. Meakins. The strength of this emulsion 
was also 100,000,000 to 1 Cc. 

3. Stock vaccines prepared by Parke, 
Davis & Co., the strengths of which were 
50,000,000, 100,000,000, and 500,000,000 


per cubic centimeter. No attempt was made 
to use the autogenous or personal vaccine 
from the patient’s own organism. 
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The injections were made under strict 
asepsis into the gluteal muscles with an 
ordinary glass hypodermic syringe. In 
using small quantities of the vaccines, 
sterile physiological salt solution was em- 
ployed as a diluent. 

The number of vaccinations to the indi- 
vidual cases varied according to the age, 
severity, and chronicity, the smallest num- 
ber being eighteen. 

In endeavoring to arrive at some conclu 
sion regarding the dose of vaccine to 
administer to children, the author selected 
an older child who had been affected for a 
long period and whose parents were more 
intelligent than those of the ordinary out- 
patient. A large dose was injected for 
three consecutive days, the child being put 
to bed under the constant care of a trained 
nurse. This.child was eight years of age 
and had been treated by the irrigation 
method for seven months. The author 
injected 1,000,000,000 killed bacteria into 
her buttock at one dose each day, and had 
her temperature and pulse taken every two 
hours. She not only showed no rise of 
temperature, but no local reaction whatever 
and no subjective symptoms. 

In the majority of cases, regardless of 
age (except under six months), the author 
started the treatment by an injection of 
50,000,000 every fifth day, increasing the 
dose by 10,000,000 until five injections were 
given—i.e., 90,000,000. The interval was 
now made ten days before another was 
given. Smears of the remaining secretion 
were taken and stained by Gram’s method 
at each visit after the fifth injection. In 
most of the acute cases six injections were 
sufficient for a complete cure. In the cases 
of long standing it was necessary to use an 
increased number of injections, bringing the 
dosage up to 200,000,000. 

No patient was pronounced cured unless 
free from gonococci by Gram’s method, 
once weekly for four weeks, and two addi- 
tional examinations at intervals of two 
weeks. If no gonococci were present after 
these six examinations and no discharge 
evident, the author considered the child 
cured. He has had 19 children return to 
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the clinic after a period of three months 
following their sixth examination and 
found no evidence of the infection present. 

Occasionally an extremely slight local 
reaction took place, but this in every case 
subsided in twenty-four hours. The re- 
action was never sufficient to cause any 
pain or tenderness. General constitutional 
disturbance never occurred following any 
of the injections. Temperature charts were 
kept of the cases, the temperature being 
taken twice daily by the visiting nurse, who 
visited the patient’s home while active 
treatment was being given. 

No distinct rise in temperature following 
an injection was noted in any of the cases. 
No local treatment whatever was used, 
except external bathing, if excessive dis- 
charge was present. No irrigations were 
given. 

Of the 84 cases treated by vaccines, 16 
were of long standing which had been 
treated by other methods. In the majority 
of these 16 cases permanganate irrigations 
were previously used. Gonococci were 
present in all before instituting the vaccine 
treatment. These latter cases required a 
larger number of vaccinations and an in- 
creased dosage. 


Total No. 











In- Per 
TREATMENT. | ‘of cases. Cured.| cured. Lost, ank. 
Irrigation ... 260 | 158 53 49 60 
Vaccines... 84 76 5 3 90 


Average length of time under active 
treatment by the irrigation method, 260 
cases, 10.1 months. 

Average length of time under active 
treatment by the vaccine method, 84 cases, 
1.7 months. 

Of the 84 patients who were given the 
vaccine, 16 had been under the irrigation 
treatment for long periods. Three of these 
patients were not benefited, one did not 
return, and 12 were cured. Some of those 
who did not respond to the treatment with 
one vaccine frequently did well on one of 
the other vaccines. In the cases in which 
there was no benefit, new strains were used; 
increased dosage, less frequent dosage, and 
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more frequent dosage were tried, but with 
negative results. The 5 uncured patients 
were all over five years of age, two of them 
being over nine years. Contrary to the 
findings in some other published results, in 
young infants under one year of age, three 
cures were obtained by the vaccines. 

In conclusion Hamilton says that vaccine 
therapy has a place in the treatment of this 
infection in little children for the following 
reasons: 

1. The short time required for a cure in 
over 85 per cent of cases. 

2. The ease of administration of the vac- 
cine; no special apparatus or knowledge of 
technique being necessary. 

3. The vaccine is apparently harmless 
when used under aseptic precautions. 

4. It is not necessary to take the opsonic 
index, with its complicated technique. 

5. It eliminates irrigations, which direct 
the child’s attention to its genitals, at times 
encouraging precocious masturbation. The 
frequent douches necessary in the irrigation 
treatment will, the best care and 
gentleness, produce some injury when con- 
tinued over a long period of time. 


with 





DEATH FROM INTRASPINAL INJEC- 
TION OF NOVOCAINE AND 
STRYCHNINE, 

GABBETT reports this case in the Jndiana 
Medical Gazette for February, 1910: 

A man, aged forty-one, very stout, but 
otherwise apparently healthy, came into the 
theater for removal of a large elephantiasis 
of the scrotum weighing 31 pounds. 

An injection of 3 Cc. of distilled water 
containing one milligramme of strychnine 
hydrochloride and one decigramme of novo- 
caine was given between the eleventh and 
twelfth dorsal vertebrae. Onset of anesthe- 
sia was rapid and in five minutes had 
reached the level of the nipples. Ten 


minutes later it was noted to be three inches 
above the level of the nipples. 

The patient sat up for one minute after 
receiving the injection, and then lay down 
with his head on a pillow. About half an 
hour after receiving the injection he com- 
and 


plained of difficulty in breathing, 
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attributed it to the weight of the tumor, 
which was being turned up over the 
abdomen in order to complete the incision 
below. After lowering the tumor he still 
seemed to have difficulty in breathing, but 
as he attempted to vomit slightly the author 
considered that it was due to nausea and 
faintness and would pass off. At this stage 
the skin flaps had been reflected, penis and 
testicles enucleated, and everything was 
ready for the final severing of the pedicle. 
No undue amount of blood had been lost: 
indeed the pulse showed no sign of shock. 

The writer was told that the patient was 
very bad and saw that he had stopped 
breathing. Artificial respiration was com- 
menced at once, and it was noticed that the 
arms were rigid from spasm, so much so 
that at first they could only be moved with 
difficulty. 

The most energetic attempts failed to 
resuscitate the patient. There was no doubt 
that death was due to respiratory failure— 
whether as a result of spasm from the 
action of the strychnine on the medulla or 
from partial paralysis due to the action’ of 
the novocaine is difficult to determine. 

Judging from the stiffness of the arms, 
the writer attributes it to the former cause. 
He had given lumbar injections of novo- 
caine in some thirty or forty cases last 
year. 

This year he had commenced a series of 
injections of strychnine and novocaine 
between the eleventh and twelfth dorsal 
vertebre, or between the twelfth dorsal and 
first lumbar vertebrz, after the method of 
Mr. Canny Ryall. He had given some 
seven or eight injections very successfully, 
and was greatly pleased with the results. 
He has always been an advocate of spinal 
anesthesia, and still thinks that, when we 
know more about its methods of action so 
as to guard against the occurrence of such 
fatalities as the one he has related, it will 
be the method of the future; but he con- 
fesses that until that day arrives he shall 
keep to the old methods of general anesthe- 
sia with all their drawbacks, and let others 
do the work of pioneers. 

He hopes that if any other surgeons have 
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met with similar fatalities -due to spinal 
anesthesia they will publish them, in order 
that the risks of the method may be justly 
estimated. He adds that he was assisted in 
the operation by Captain Harley, I.M.D., 
who has also used spinal anesthesia in about 
40 or 50 cases with excellent results up to 
date, and that several other medical officers 
were present. They were all agreed that 
death was solely attributable to the spinal 
injection, and that shock or hemorrhage 
was in no way contributory. 





PERICARDIAL EFFUSION. 


In the Lancet of February 26, 1910, 
WEst considers this subject. He does not 
discuss the general treatment of pericar- 
ditis or pericardial effusion by drugs, 
counter-irritation, leeches, or other meas- 
ures, for there is, he asserts, nothing new to 
add, but confines himself to the considera- 
tion of paracentesis. 

First, he asserts that paracentesis is 
rarely necessary, for serous effusions in the 
course of rheumatic fever usually disappear 
spontaneously, and often produce no urgent 
symptoms. Absorption when it once begins 
is rapid, more rapid than in the pleura. The 
effusion is, no doubt, removed in the same 
way, by the lymphatic pump, worked by the 
respiratory movements on the one side and 
by the cardiac movements on the other. 
Though the author has frequently tapped 
the pericardium, and states he is always 
glad to have the opportunity, he confesses 
that the necessity rarely arises. Even a 
large effusion disappears spontaneously, and 
recovery is complete, so that there are no 
signs even of adhesion of the pericardium. 

The method is easy and safe with care. 
An exploration should be made first with a 
small needle. The needle must be sharp, 
the hand placed firmly upon the chest, and 
the puncture made by the fingers rather 
than by a thrust of the head and arm. This 
will avoid anything like a jump when the 
needle penetrates the thorax, which might 
take it too far and possibly injure the 
heart. The only fatal result the author has 
seen was in a case of paracentesis for serous 








effusion which was due to the laceration of 
the heart by the sudden jump of the 
needle. The great secret of safety is to 
have a sharp, hollow needle, and to insert it 
with a gentle, firm pressure. He asserts he 
has never had any accident. 

Exploratory punctures may be made in 
any place if the physical signs suggest it. 
The author has tapped, for instance, at the 
base on the left side and even on the right. 
In the latter case his puncture withdrew 
blood only, and the withdrawal of the 
needle was followed by the immediate 
formation of a blood tumor under the skin 
the size of a swan’s egg. Nothing further, 
however, happened; the blood was rapidly 
absorbed, and the physical signs which 
had suggested the site of puncture dis- 
appeared. 

In an ordinary case, when the diagnosis 
is clear and there is choice of place given, 
the sites selected and advocated have been 
four: (1) In Sibson’s notch—+.e., in the 
third left intercostal space near the sternum 
—a dangerous place on account of the 
proximity of the left auricle. (2) In 
Rotch’s angle, in the fifth right intercostal 
space, to the right of the sternum—another 
risky place, because the right auricle cannot 
be far away, even if the effusion be of large 
size. Sears, in a recent paper, says that he 
has tapped many times in this position, but 
generally without obtaining fluid. Schapos- 
nikoff says the third or fourth space on the 
right side is better and safer than the fifth, 
but both are risky. The choice of Sibson’s 
notch or Rotch’s angle is based upon the 
experimental injections, which the author 
asserts are inconclusive. (3) The fifth 
space to the left of the sternum. This spot 
is advocated because the puncture is made 
in the spot which is not covered with lung, 
and so the pleura is not perforated. Though 
this may be a good place for trephining the 
thorax with a view to incising the pericar- 
dium, it is not the best place for paracen- 
tesis. Nor need the risk of puncturing the 
pleura with the needle or with a fairly large 
trocar and cannula be seriously considered. 
In paracentesis the mere perforation of the 
pleura on the way to the pericardium does 




















no harm. The writer states he has seen 
cases in which—where the needle inserted 
had perforated the pericardium, but the 
cannula could not be made to penetrate it— 
the fluid has leaked into the pleura, and 
been absorbed rapidly or subsequently re- 
moved from the pleura by tapping, in each 
case with rapid recovery of the pericardial 
effusion. (4) The safest place is the fifth 
or sixth intercostal space outside the left 
nipple line, but well within the area of 
dulness, for here, owing to the displace- 
ment of the heart upward and the distention 
of the pericardium outward, is the widest 
space between the heart and seat of punc- 
ture. This is the place the author advocates 
and chooses. All of the fluid that can be 
obtained should be removed. Often it does 
not reaccumulate, but if it should a second 
and third paracentesis may be performed, 
or as many as necessary. Cases are re- 
corded in which the paracentesis has been 
performed many times. 

Besides the acute effusions, which are 
generally the result of rheumatic fever, 
there is a group of chronic effusions the 
origin of which is not so clear. Some are 
associated with new growth in the medi- 
astinum, or near it; others, perhaps, with 
tubercle, though this is rare; and some 
without obvious cause. In one of West’s 
cases there was a large area of pericardial 
and mediastinal dulness, which was thought 
to be due to a new growth, because of the 
loudness of the pericardial friction, and was 
on that account not tapped, unfortunately, 
as it happened, because the necropsy showed 
nothing but pericardial effusion. One of 
the most remarkable cases of the kind was 
recorded by West some years ago, in which 
paracentesis was frequently performed for 
what was thought to be probably a medi- 
astinal cyst. The patient lived four and a 
half years after the paracentesis and was 
tapped many times. On his death no 
mediastinal cyst was found, but only an 
enormously distended and thickened peri- 
cardium. 

In purulent pericarditis the effusions are, 
as a rule, much smaller. When large they 
yield the same general signs as serous effu- 
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sions do, and the purulent nature of the 
effusion even if suspected can only be 
proved by puncture. The smaller effusions 
are much more difficult to diagnose, as the 
pus is often in pockets or pouches, while 
the rest of the pericardium is adherent. 
Thus very irregular areas of cardiac dulness 
are sometimes presented. In manifest 
pyemia the diagnosis of purulent pericar- 
ditis may be made on general principles, the 
heart showing something wrong, which is 
not due to valvular disease. 

Leucocytosis would only suggest pus 
somewhere in the body, but not necessarily 
in the pericardium, and pericardial effusion 
in the course of pyemia is not necessarily 
purulent any more than pleuritic effusion is. 
In most cases of pyemia purilent pericar- 
ditis is not diagnosed either because the 
symptoms are masked or because there are 
no definite cardiac symptoms at all. In 
others the diagnosis may be made of left- 
sided empyema, and on opening the side, 
after finding or not finding pus in the 
pleura, the pericardial sac may be felt 
bulging, and incision through the pleural 
opening shows that it contains pus. 

One very interesting and important group 
of cases is that in which the purulent peri- 
carditis accompanies or follows pneumonia. 
It frequently causes no suggestive symptoms 
and may be altogether latent. During the 
acute stage the pericarditis may be very 
acute, and the pericardium be found post 
mortem covered with flaky yellow pus, but 
there is little fluid as a rule, and that for the 
most part seropurulent. It is after the 
pneumonia is well over that the most 
remarkable cases occur. The author has 
more than once during what appeared to 
be a normal and satisfactory convalescence 
had the patient suddenly die without 
apparent reason, and post mortem the peri- 
cardium has been found full of pus, often 
with a double empyema. As the physical 
signs must have been obvious enough, the 
diagnosis could hardly have been missed if 
careful examination had been made, so that 
he now makes it an invariable rule, whether 
there seems reason or not, to examine a 
convalescent from pneumonia every two or 
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three days to avoid being caught napping, 
as he admits he has been once or twice. 

An empyema following pneumonia is 
generally associated with an irregular tem- 
perature curve, but not always, and he 
believes that purulent pericarditis is still 
more often latent and febrile. It is 
specially unfortunate when these cases are 
overlooked, because just as pneumococcal 
empyema is of favorable prognosis, so he 
believes is pneumococcal pericarditis when 
recognized and incised. 

Purulent pericarditis may become quies- 
cent and the pus inspissate, as many 
specimens in museums show. There is no 
instance, so far as the writer knows, of the 
pus in the pericardium spontaneously dis- 
charging itself either internally or extern- 
ally. If pus points over the pericardium it 
is an empyema pointing in a peculiar place, 
or an abscess connected with the ‘chest wall, 
but not a purulent pericarditis. 

In many cases of latent purulent peri- 
carditis death is sudden. This is due to 
cardiac syncope, the result of myocardial 
changes, which are more extreme with puru- 
lent than with other forms of pericarditis. 

The examination of the blood is not likely 
to be of much assistance in diagnosis, but 
there are not many observations upon the 
blood in purulent pericarditis recorded. 

Of the bacteriology, too, there is much 
to learn. The pneumococcus has been fre- 
quently found in the metapneumonic cases, 
and in the pyemic cases the streptococcus, 
staphylococcus, and other bacteria. 

If pus has been shown to be present by 
exploratory puncture it must be evacuated 
either by paracentesis or by incision. It 
may seem strange to speak’of the cure of 
purulent effusion by paracentesis only, yet 
this is well known in empyema, and the 
pericardium seems even more favorably 
placed for cure than the pleura. Nowadays 
one never sees an empyema treated by 
paracentesis, but when the operation for 
empyema was not so successful in its results 
paracentesis was usually tried first, and 
incision only resorted to if paracentesis 
failed. The author has had many cases of 
empyema cured by paracentesis in his own 
experience, and some of purulent pericar- 
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ditis, and in the statistics of paracentesis 
pericardii there are many others recorded. 

He recalls the case of a girl in which he 
diagnosed purulent pericarditis, and after 
establishing the diagnosis by exploration he 
proceeded to introduce a trocar and cannula. 
However, the instrument was rather blunt, 
and when he could not penetrate the peri- 
cardium without using more force than he 
thought prudent he stopped the operation,: 
intending to use a sharper instrument the 
next day. However, in a few hours all 
signs of pericardial effusion had disap- 
peared, and in its place signs of pleural 
effusion had developed at the left base. This 
was tapped then instead, a good many 
ounces of pus removed, and rapid recovery 
followed. The pus from the pericardium 
had obviously drained out through the 
puncture into the pericardium and had 
discharged itself into the pleura. 

Nowadays in suspected purulent pericar- 
ditis puncture is usually made for diagnosis, 
and if pus is found the treatment is incision. 

Bearing in mind the fact that the pus in 
the pericardium may be in a pouch or 
pocket and not generally in the pericardial 
sac, it is well to do what is the rule with a 
localized empyema: after the pus has been 
found with the needle, to leave the needle 
in, use it as a director or guide, and follow 
it down with the knife till the pus is 
reached. If, however, the case is of such 
a kind that free choice of site may be made, 
there are only two places that need be con- 
sidered: (1) In the left nipple line or 
slightly outside it within the area of 
dulness; (2) to the left of the sternum in 
the fifth interspace. 

1. The objections to selecting the left 
nipple line region are two: (a) That the 
left pleural cavity would be opened. Ex- 
perience proves this objection is not so 
serious as theory would suppose, for pneu- 
mothorax does not occur, or at any rate 
collapse of the lung does not, nor if the 
opening be free does the pus gain access to 
the pleura. Even if it did, as in the case 
mentioned as occurring after paracentesis, 
it is easily evacuated, and may be cured by 
paracentesis. Hydatids of the liver have 
been frequently and deliberately opened 
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from behind through the ribs and pleura 


without empyema following. (b) After 
the incision is made and the pus evacuated, 
the pericardium contracts, and the tube 
inserted then runs horizontally for two or 
three inches from the external opening. 
This objection does not seem to be of much 
importance judging by experience. It does 
not seem necessary always to retain the 
tube, for after the pus has been evacuated 
it does not usually seem to reform, and the 
pericardial sac closes in all round the heart, 
so that in the course of a day or two the 
sac is completely obliterated, as many nec- 
ropsies show. This is illustrated by a 
specimen taken from a case in which the 
side was opened for what was thought to 
be an empyema. When the finger was in- 
serted the bulging pericardium was felt. 
This was incised and a large amount of pus 
evacuated. The case was one of pyemia, 
and the lad died two days later, when the 
pericardium was found adherent over the 
whole heart, and contained no pus. 

2. The left of the sternum in the fourth 
or fifth space is the favorite place among 
surgeons, and perhaps rightly in those cases 
in which it is fair to assume that there are 
no adhesions here, and the pus occupies the 
whole sac. To be sure of this is, however, 
just the difficulty. It is not the safest 
place for exploratory puncture, as has been 
already stated, and we cannot be sure that 
the pus is anywhere else except where it has 
been found by the needle. Operation in 
this place may avoid opening the pleura, but 
not of necessity; on the other hand, it 
involves trephining the thorax there or 
excision of a portion of the fourth and fifth 
ribs. This being done, the operation is 
simple, for the pericardium can be exposed 
and carefully incised and the finger intro- 
duced into the sac. If nothing be discovered 
then the wound can be closed, but the 
removal of ribs takes time to recover from. 
Still, it is generally wiser when pus has 
been found with the needle to use the needle 
as a director and follow it down till the pus 
is reached, and as most exploratory punc- 
tures are made in the left axillary line or 
thereabouts the incision is made here too. 
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TREATMENT OF COBRA-BITE. 


In the Indian Medical Gazette for Febru- 
ary, 1910, Bose reports his results in the 
treatment of cobra-bite. 

A robust and well-built Sikh, aged thirty 
years, was admitted into the hospital on the 
27th of October, 1909, at 10.30 p.m., having 
been bitten by a black-spectacled young 
cobra 3 feet 6 inches in length, which he 
killed by means of a lathi as soon as the 
bite was inflicted. Immediately after the 
bite he felt burning and shooting pain right 
up the limb. He put two strong cord liga- 
tures above the seat of bite and was brought 
to the hospital by his friends two hours 
after the incident, carrying the dead snake 
with them. 

The man was very restless, could not 
walk or stand properly, complained of 
burning, shooting pain in the limb and as 
far as the shoulder. Pupils dilated; pulse 
feeble and 50 per minute; respiration 
labored. The wound was a circular one 
about the size of a half-rupee on the inner 
side of the calf and was skin-deep. 

As soon as the patient was brought to 
hospital an india-rubber elastic tourniquet 
was applied above the seat of bite in addi- 
tion to the cord ligatures he already had. 
About twenty free deep incisions were 
made around the wound, which was also 
excised and enlarged. It was allowed to 
bleed freely for about ten minutes and then 
washed with hot water, and afterward 
crystals of permanganate of potash were 
rubbed into the wound and into the incisions 
made. During the course of the operation 
the patient vomited once and was very rest- 
less on account of the pain. 

Half an hour after the operation the 
tourniquet was taken off and the cord liga- 
tures were relaxed, as he could not bear the 
pain any longer. Within an hour after this 
the patient gradually sank into unconscious- 
ness—the pulse was very feeble and thready 
and came down to 30 per minute, so that 
the man’s life was despaired of. However, 
a hypodermic injection of strychnine 
nitrate gr. 1/15, digitalin gr. 1/100, with 
dist. water £3j, was given. 

After the injection the pulse improved to 








434 


a certain extent, but the drowsiness per- 
sisted and he vomited once more. The man 
was kept roused and made comfortably 
warm by means of hot bottles to the sides 
and warm blankets, and the two following 
mixtures were given alternately every half 
an hour: 

(1) R Pot. permanganatis, gr. ij; 

Aque pure, f3j. 
(2) BR 


Spt. ammon. aro., 

Spt. ztheris nitrosi, 
Liq. strychnine, m. iv.; 
Tr. digitalis, m. iij; 
Aquz camphore ad, £3). 

After giving six doses of the mixture 
(each) the pulse rose to 50 per minute 
and he. became conscious the next morning. 
He then wanted some milk to drink, but 
nothing was given till 12 noon, when hot 
milk was given. Gradually the patient im- 
proved, and by the next morning the pulse- 
beat became 70 per minute, though still 
small and feeble, yet he was quite bright 
and cheerful, as if nothing had happened to 
him. The leg was washed with Condy’s 
fluid and was covered with antiseptic dress- 
ings. He was discharged “cured” the same 
evening. 

The points of interest are: 

1. The cobra was quite a young one and 
was supposed to have the full strength of 
the venom, and consequently the wound 
must have been poisoned whatever might 
be the dose, yet the man survived, though 
two full hours elapsed before any active 
treatment was taken in hand. 

2. The wound was not a typical “punc- 
tured wound,” but a circular one and skin 
deep. 

3. The strong cord ligatures which the 
man himself tied just after the bite were, in 
the opinion of the author, a great help, as 
they did not allow the poison to circulate 
in the system. 

4. Soon after taking off the ligatures the 
man turned so very ill that his life was 
despaired of. This must be due to the circu- 
lation of the poison which was still left in 
the wound in spite of the copious bleeding 
and the cauterization with potassium per- 
manganate. 
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RHEUMATIC SEROUS PHLEGMON. 


Under this title GALLAVARDIN and DELa- 
CHANAL (Lyon Médical, No. 46, 1909) 
describe an affection that in some ways 
resembles an acute purulent infection. They 
call attention to rheumatic edema and rheu- 
matic infiltration, the latter closely simu- 
lating an ordinary phlegmon. As to the 
serous affection under discussion, they have 
observed two cases, the first suffering from 
periarticular rheumatism. The whole leg 
was swollen, hot, and painful. Some weeks 
later there appeared an area of softening 
and fluctuation, with discoloration and all 
the appearances of an abscess about to open. 
On incision there was an escape of clear 
yellow fluid containing a few gelatinous 
flakes. In all there was evacuated about 
300 grammes. The incision was closed, but 
there was a reaccumulation. Cure was 
ultimately complete. The first culture was 
sterile, the second contained staphylococci 
apparently from the skin. Clinically the 
case was one of acute articular rheumatism, 
there being also cardiac lesion. The second 
case was very similar. 





CARCINOMA OF THE BLADDER IN 
EARLY LIFE. 

Happa (Archiv fir klinische Chirurgie, 
Bd. 88, H. 3) has found that as compared 
with 5006 cases of carcinoma of the stomach 
there were but 48 of the bladder, and of 
these latter none were under the age of 
twenty years, statistics which serve to show 
the rarity of this affection in youth. For 
the purpose of definite diagnosis of cancer 
of the bladder during young age the author 
considers the microscope essential. 

A report is made of a case of carcinoma 
of the bladder in a nineteen-year-old male, 
occurring in the service of Gottstein in 
Breslau, who had had six years previously 
an operation for bladder stone. The present 
attack was more severe than the one in 
which he had suffered from stone, and was 
marked by intense scalding pain in the 
bladder; the urine showed evidence of 
severe cystitis. The sound, x-rays, and 
cystoscope all gave negative results. Five 
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weeks later there developed high tempera- 
ture, and one month subsequent to this there 
could be felt in the bladder region a tumor 
the size of alemon. There was no bleeding. 
A paracystic abscess was suspected and the 
peritoneum opened, but the opening of the 
supposed abscess was delayed until a later 
date. The patient, however, died in the 
meantime. Scction showed a carcinoma of 
the bladder as large as a child’s head, 
nuimerous carcinomatous lymph glands, bi- 
lateral pyonephrosis, and multiple abscesses 
of one kidney. 

4 study of the recorded cases shows that 
the oviloc: for operative treatment of car- 
cinonia of the bladder is unfavorable. The 
younger the patient the faster the tumor 
grows and the less useful is operation. A 
radical operation can be recommended only 
when cystoscopy shows that the tumor is in 
the early stage of its development and when 
the kidneys have not :uffered any secondary 
changes. 





TREATMENT OF COMPRESSION 
FRACTURE-DISLOCATION 
OF THE VERTEBRAE. 

RosBerTson (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 103, H. 1-2) concludes a 
clinical study of compression fracture-dislo- 
cations of the spine by saying that in every 
compression fracture of the bodies of the 
vertebre with injury of the spinal cord, as 
shown by the x-rays, operation should be 
done. The object of the operation should 
be to lay-bare part of the cord at which 
pressure occurs by removing the arches of 
the vertebre. It is necessary to section the 
pair of nerves just above or below the dis- 
located vertebra in order to prevent the 
bending of the cord by their traction upon it. 
Provision must be made for hemostasis not 
only to render the operation easier but to 
prevent too great loss of blood, which is apt 
to occur in this region because of the rich 
vascular supply. This can be done in con- 
nection with the soft parts by means of 
provisional ligatures placed lengthwise 


parallel to the proposed line of incision and 
in the dura and bone by means of adrenalin 
solution. 


The loss of spinal fluid during 
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the operation is lessened by the inclined 
position. Loss of spinal fluid on the day 
following the operation is of no significance. 
The disadvantages arising from its loss can 
be compensated for by subcutaneous injec- 
tion of salt solution. In order to prevent 
undue mobility of the spine after operation 
a plaster cast should be put on while the 
patient is yet upon the operating table. 





OPERATIVE TREATMENT OF 
INJURIES OF THE 
LUNGS. 

MOLLER (Archiv fiir klinische Chirurgie, 
Bd. 91, Heft 2) reports from K6rte’s clinic 
the cases of injury to the lungs and pleura 
observed in that clinic from 1891 to 1909, 
numbering 90. Of these 48 were due to 
gunshot, 19 to stabbing or cutting, and 23 
to subcutaneous injury. Of 48 penetrating 
gunshot wounds 36 could be diagnosed with 
certainty by observation of bloody expec- 
toration, the course of the bullet track, in 
some cases by the +-rays, and in some by 
the development of pneumothorax. Two 
cases were diagnosed at autopsy. In the 
remaining 12 cases there was no definite 
clinical sign of injury to the lung, but in 11 
of these lung injury was strongly suspected. 
Gunshot injury to the pleura without par- 
ticipation of the lung is very rare. One of 
the author’s cases which came to autopsy 
was of this character. Out of 19 pene- 
trating stab wounds, only in 7 cases was a 
definite diagnosis of lung injury made. 
The 23 subcutaneous injuries were diag- 
nosticated by the occurrence of pneumo- 
thorax, hemoptysis, or emphysema of the 
skin; three times by the presence of hemo- 
thorax without fracture of the rib, twice by 
autopsy. Of the 67 cases of penetrating 
injury of the thorax 7 died, as follows: 
Two of empyema, one each of hemoperi- 
cardium, hemothorax and hemopericardium, 
hemorrhage into the spinal canal, hemo- 
pneumothorax, hemopneumothorax and 
wound of the heart. 

As concerns treatment, it is the practice 
of Korte to proceed to operation only in 
case of threatening symptoms of severe 
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primary or long-continued or repeated 
hemorrhage, pneumothorax, emphysema, or 
suspected heart wound. The plan of 
operation has been extensive opening of the 
thorax, in some cases by simple intercostal 
incision, but chiefly by rib resection or mak- 
ing a flap; introduction of the hand or 
forceps into the pleural cavity, drawing the 
lung forward, searching for the wound and 
suturing it with catgut, or in some cases the 
pulmonary opening was sutured into the 
pleural wound and tamponaded; finally by 
simple tamponade or drainage after empty- 
ing the pleura. In all cases the greatest 
care was exercised in the toilet of the pleura, 
and lastly the wound of the thorax was 
closed with or without drainage of the 
pleura. Of the 64 cases treated operatively 
the total mortality was 32.8 per cent; the 
mortality in a series of cases reported by 
other authors has varied from 40 to 63 per 
cent. The author believes that with opera- 
tion treatment the prognosis will be better 
in the future than it has been in the past 
under expectant treatment. 





LIGATION OF THE HEPATIC 
ARTERIES. 

NaRATH (Beitrage zur klinischen Chir- 
urgie, Bd. 65, Heft 2) says that by a careful 
search of the literature he has been able to 
find reports of only five cases of ligation of 
one or other of the hepatic arteries, to 
which he adds a sixth. Upon the basis of 
these cases, together with experiments upon 
animals which he has carried out, he draws 
the following conclusions: 

The ligation of the hepatic artery is 
allowable if at least one of the collateral 
paths is uninjured. The ligation of the 
hepatic artery before giving off the right 
gastric artery is allowable only under neces- 
sity, for its ligation can result in small areas 
of necrosis in the liver. If the artery is 
injured, instead of ligating an attempt 
should be made to unite it by prothesis or 
suture. An exception to this is in case 
of peripheral aneurysm, in which event 
necrosis is less apt to occur. Ligature of a 
hepatic branch is not permissible, especially 
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in heart weakness. It is allowed, however, 
in aneurism of the right or left branch; 
also as a preventive of hemorrhage in wide- 
spread resection of the liver on account of 
tumor. These statements apply to a normal 
condition of the arteries. In case of 
anomalies ligation of branches may be done 
without danger to the liver. Since, how- 
ever, at the time of operation the surgeon is 
not in a position to determine whether or 
not an anomaly is present, it is best to treat 
the arteries as normal. If an artery is 
wounded, if union cannot be effected, liga- 
tion should be done at the place where the 
wound is situated and not at a proximal 
point, in order not to disturb collateral 
circulation. 





STRANGULATED HERNIA. 

VaN AssEN of Lanz’s clinic in Amsterdam 
(Beitrage zur klinischen Chirurgie, Bd. 65, 
Heft 2) reports upon his experience with 
100 cases of strangulated hernia. Of this 
number 33 were inguinal, 27 in males and 6 
in females ; 60 femoral, 8 in males and 52 in 
females; 4 umbilical, all females; 1 epi- 
gastric, female. As a rule the patients were 
operated upon as soon as they were admitted 
to the hospital; only in 8 cases of omental 
hernia was operation postponed for one or 
more days. In children, as a rule, an effort 
was made to secure reduction by elevation 
of the pelvis for several hours. If this did 
not succeed, operation was performed with- 
out delay. There were but two deaths. In 
eight cases there was feculent vorniting, and 
in five other cases the fluid in the hernial 
sac was malodorous. One patient was only 
six days old, four were under a year, 
eighteen between sixty and seventy, seven- 
teen between seventy and eighty, and three 
over eighty years of age. In view of the 
fact that these ages would naturally add to 
the gravity of the affection the low death- 
rate is worthy of remark. Usually in in- 
guinal hernia the radical operation of 
Bassini was done; more lately that of 
Postempski. Sixty-one cases were operated 
upon under local anesthesia; in six cases 
operation was begun under local but had to 
be finished under general anesthesia. 
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The author’s conclusions are as follows: 
Every strangulated hernia should be oper- 
ated upon as soon as possible without effort 
at reduction by taxis, because even in the 
early hours of strangulation taxis is dan- 
gerous, whereas the results of operation are 
almost always ideal. In active syphilis or 
infection of the field of operation, however, 
if there is no special contraindication, taxis 
should be tried before resort is had to 
operation. In small children, if there is no 
general restlessness, an attempt should be 
made to bring about reduction by elevation 
of the pelvis. Strangulated hernia should 
as a rule be operated upon under local 
anesthesia. 





PELVIC TRANSPLANTATION META- 
STASIS AS A MEANS OF REC- 
OGNITION OF HOPELESS 
ABDOMINAL CARCINOMA. 

PALMER (Surgery, Gynecology and Ob- 
stetrics, February, 1910) calls attention to 
the need of a routine digital examination of 
the rectum with the patient in the knee- 
elbow position and bimanually with the 
patient in the lithotomy position as a means 
of guarding against performing operation 
for abdominal carcinomata which are as- 
suredly inoperable. On this examination 
there will often be felt a small nodular 
tumor freely movable at a point above the 
prostate in the male and above and behind 
the uterus in the female. This nodular 
mass distinctly originates within the ab- 
dominal cavity. It may be single or mul- 
tiple, it may be the size of a small bean or 
an orange. It may remain as a distinct 
neoplasm, or may, through a process of 
infiltration, begin the formation of a 
crescent-shaped area of cartilaginous hard- 
ness that partially surrounds the bowel. 
This implantation carcinoma is often found 
before free fluid can be distinguished clin- 
ically and before secondary masses can be 
distinguished through the abdominal wall. 
Negative findings are of no value. It is 
held that once the peritoneal covering of the 
primary growth has been broken through 
the ‘carcinoma cells are spread in more or 
less numbers throughout the serous cavity 
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by gravitation, intestinal movements, or the 
normal circulation of the intraperitoneal 
fluid. A fair percentage of these cells will 
early find their way to the lower part of the 
peritoneal cavity, and because of the posi- 
tion of the rectum acting as a shelf they 
will in many instances lodge thereon. 
Paliner summarizes his paper by the state- 
ment that the rectal examination is abso- 
lutely necessary in all abdominal tumors. 

Of 435 consecutive cases of carcinoma of 
the upper abdomen, six and one-half per 
cent showed pelvic transplantation deposits 
as the earliest clinical sign of inoperability. 
Seven and two-tenths per cent of stomach 
carcinomas had this sign. 

Fifty-five per cent more cases were shown 
to be inoperable through a thorough: rectal 
examination for pelvic metastasis than 
because of the presence of supraclavicular 
gland metastasis. 

Pelvic metastasis warrants a most un- 
favorable prognosis as regards life expect- 
ancy. 


RADICAL OPERATION FOR NON- 
STRANGULATED HERNIA. 

ImFELD (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. 103, Heft. 1 and 2) reports upon 
the operations for hernia in Kocher’s clinic, 
with the after-results of the same, per- 
formed in the years 1900 to 1903 inclusive. ° 
There were in all 454 operations, distributed 
as follows: 204 right external inguinal, 177 
male and 27 female; 138 left external in- 
guinal, 118 male and 20 female; 10 right 
internal inguinal, all male; 14 left internal 
inguinal, all male; 22 right femoral, 7 male 
and 15 female; 16 left femoral, 9 male and 
? female; 25 umbilical, 9 male and 16 fe- 
male; 21 epigastric, 17 male and 4 female; 
4 ventral, 1 male and 3 female. Sixty of 
the inguinal hernias and 4 of the femoral 
were double. In size 144 of the hernias 
varied from that of a hazelnut to that of an 
egg; 137 from that of an egg to that of a 
fist ; while 69 were as large as a fist or head 
or over. The age of the patients varied 
from less than six months (8) to between 
seventy and eighty years (3). Operation 
was done in most cases by Kocher’s method, 
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with here and there a modified Bassini 
operation. There were two deaths, one 
from thrombosis and the other from diffuse 
fibropurulent peritonitis. Both these had 
been operated upon by assistants, and there 
had been some irregularity about the 
technique. 

Professor Kocher himself operated very 
seldom in this series of cases, and then only 
to demonstrate the ordinary variety of cases. 
In his clinic the operations for hernia are 
every year entrusted more and more to 
assistants. Several times a hematoma 
formed at the site of operation. This was 
either let alone, aspirated, or turned out, 
according to size. In four cases healing 
occurred after suppuration; all the remain- 
der healed by first intention—99.1 per cent. 
Silk was always used for sutures. As to 
the end results, after five to eight years’ 
observation it was found that the average of 
recurrence under the different methods of 
operation in 247 cases traced was 5.6 per 
cent. 


FRACTURE OF THE UPPER END OF 
THE TIBIA. 

GUMBEL (Deutsche Zeitschrift fiir Chir- 
urgie, Bd. 103, Heften 1 and 2) states that 
fracture of the upper third of the tibia is 
not often encountered. Nine cases are re- 

‘ported in detail and 30 other cases have 
been collected from the literature. The 
fracture may be of either the internal or the 
external tuberosity, or the line of fracture 
may run in any of various directions 
through the upper end of the tibia. Of the 
39 cases mentioned, 24 were due to direct 
and 8 to indirect force, while the mechanism 
of the remaining 7 could not be determined. 
The youngest patient was twenty-nine years 
of age. The accident occurs chiefly above 
forty years, and especially above sixty years, 
of age. The diagnosis is generally not diff- 
cult ; effusion into the joint is characteristic 
and probably never fails to develop? Func- 
tion is not always seriously impaired ; some 
patients first consult a physician weeks after 
the injury without having previously had an 
interruption of their work; others travel 
long distances afoot after the injury. In 
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such cases a hematoma almost invariably 
forms. In other cases function is greatly 
disturbed and the patients are entirely un- 
able to move the knee; in such cases there 
is rapid bloody effusion into the knee. In 
some instances there is very little pain, but 
usually pain is very great and motion is 
impossible. Crepitation is not always 
present, but there is almost always abnormal 
mobility in abduction and adduction. In 
early cases the courses of the fracture line 
can almost constantly be felt. The author 
does not believe that the x-rays are always 
indispensable to a diagnosis, although he 
admits that in fracture of the external 
tuberosity or of the spine when the liga- 
ments are so torn as to produce a subluxa- 
tion the x-rays may be essential. 

In crushing fracture of the entire tibial 
head there is usually shortening, but there is 
no shortening when the tuberosities only 
are involved. The prognosis is not alto- 
gether favorable. The injury to the joint 
often constitutes a grave complication and 
unfavorably influences healing. Further- 
more, the patients are often at such an age 
as renders healing less likely ; have suffered 
previous fractures, thus showing a special 
tendency to fracture; have some deformity, 
as genu valgum or varum; or have some 
constitutional trouble, as alcoholism or lues. 
After healing has taken place there is often 
disability so great as to necessitate the use 
of some artificial support in walking. 

The treatment offers great difficulty on 
account of the involvement of the joint. 
The best results will usually be obtained by 
extension, with at the same time transverse 
traction to maintain the fragments in posi- 
tion. This applies to those cases in which 
there is not much injury to the ligaments. 
In all cases in which there is subluxation 
due to injury of the lateral or the crucial 
ligaments extension treatment must be sub- 
stituted by immobilization by splints. or 
plaster. Where the effusion of blood is so 
great as to interfere with proper reduction 
and splinting, it should be aspirated, other- 
wise let alone. Massage and passive move- 
ments should be begun in the first week; by 
the end of the second week active movement 











may be commenced. In some cases open 
operation must be carried out in order to 
accomplish reduction of the fragments. 
Patients must remain at least three months 
under treatment. ; 





POSTURAL TREATMENT AND LAVAGE 
OF THE RENAL PELVIS FOR 
THE RELIEF OF PYELITIS 
OF PREGNANCY. 

PILCHER (Surgery, Gynecology and Ob- 
stetrics, February, 1910) considers a num- 
ber of interesting case records and sums up 
his paper by stating that the best results are 
obtained by placing the patient in position 
with the head and trunk elevated, the 
administration of urotropin, arid bladder 
irrigations. If after eight or ten days fever, 
pain, tenderness, and rigidity still persist, 
together with pyuria, or even in the absence 
of pain and tenderness, if pus persists the 
catheter should be passed to the pelvis of 
the affected kidney to drain it thoroughly. 
There should then be instilled one drachm 
of 25-per-cent argyrol solution. When there 
is a large amount of retention in the pelvis 
of the kidney, with considerable pus present, 
it is indicated to leave the ureteral catheter 
in place, after washing the pelvis of the 
kidney, for four or five hours or even 
longer, repeatedly washing the pelvis of the 
kidney with some antiseptic lotion. 

Where there is bilateral involvement with 
persistent pain and pyuria that does not 
decrease and a continuous fever, after try- 
ing prescribed methods of treatment, ter- 
mination of the pregnancy in the interest 
of the mother is justifiable. This is espe- 
cially true of cases of infectious origin. 





CONGENITAL DIVERTICULA OF THE 
BLADDER. 

FIscHER (Surgery, Gynecology and Ob- 
stetrics, February, 1910) after a contribu- 
tion to the literature, embryology, and 
pathology of this subject, notes that the 
main symptom is frequent micturition at the 
outset. Later this is accompanied by pain. 
This pain may be situated in the abdomen, 
where it has the character of pressure or 
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fulness, or it may only appear as a burning 
and stinging sensation during and at the end 
of micturition. After urinating there is in 
most cases a feeling as if the bladder was 
not completely emptied and the desire to 
urinate persists, or comes on again shortly 
after voiding. Some patients suffer from 
complete retention earlier or later in life. 
This complete retention may even be the 
first symptom of the anomaly. The urine 
becomes cloudy and contains mucopurulent 
material. On and off hematuria may be 
present. These pathological findings make 
their appearance as soon as the urine in the 
diverticulum stagnates and commences to 
show ammoniacal fermentation. Then all 
the symptoms are aggravated. Stones may 
develop in the diverticulum and add to the 
misery of the patient. If the kidneys be- 
come implicated, as they very often are, in 
the later stages of the disease, symptoms of 
pyelitis and pyonephrosis may develop with 
septic temperatures, an attack of uremia 
finally closing the tragedy. 

On examination there is often found a 
tiumor above the symphysis on either side of 
the bladder; or if the diverticulum lies 
behind and below the bladder, a tumor that 
fills the hollow of the sacrum may be 
palpated per rectum or vagina. If a 
catheter is introduced into the bladder a 
larger or smaller quantity of urine is with- 
drawn; if pressure be exerted over the 
tumor an additional amount of urine is 
obtained, often of a different character and 
in large amounts—one quart and more is 
not infrequent. This is the residual urine 
contained in the diverticulum. As soon as 
the residual urine is removed the tumor will 
disappear. 

Where a cystoscopic examination is pos- 
sible, the entrance into the diverticulum 
may be seen as a dark hole of varying size, 
into which under favorable conditions the 
cystoscope may be passed and the interior 
viewed, and the presence of possible stones 
noted. The picture which presents itself is 
usually so characteristic that it can hardly 
be mistaken for anything else. Under cer- 
tain conditions, however, it may be ex- 
tremely difficult to distinguish between the 
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mouth of a ureter and the opening of a 
diverticulum. This is the case when the 
diverticular opening is of small size. The 
openings of the diverticula are very often 
near the mouth of the ureters, and in such 
cases the question may arise whether we 
have to deal with a supernumerary ureter 
or with an opening of a diverticulum. 

As to treatment for those diverticula 
which lie on either side of the bladder or 
which are situated at the vertex, the supra- 
pubic extraperitoneal route should be 
selected. In cases in which the diverticulum 
lies below and behind the bladder, the sacral 
route with temporary resection of the 
sacrum is the best. The mortality from 
congenital diverticula is very high. After 
symptoms develop the mortality is about 
twice as great in the non-operative cases as 
in those in which operation has been per- 
formed. The disease exhibits a predilection 
for males and may become manifest at any 
period of life. 





CHRONIC OSTEOMYELITIS: DIAG-° 
NOSIS AND TREATMENT. 

Beck (Surgery, Gynecology and Ob- 
stetrics, February, 1910) notes that as we 
look over the histories of many cases of 
osteomyelitis we find as a rule that they 
have started insidiously, often manifesting 
the symptoms of typhoid, malaria, or other 
ill-defined fever diseases. In some in- 
stances a sore throat has been the starting- 
point of this disease. Among the micro- 
organisms which cause the greatest destruc- 
tion are the common pus microbes and 
those of tuberculosis; but any other micro- 
organism, like the germ of pneumonia, 
typhoid, scarlet fever, measles, and others, 
may be the cause. 

The invasion of the bone by the germs 
leads to an infiltration of the periosteum, to 
a blocking of circulation, and gradually to 
the death of cells to a smaller or larger 
extent. After necrosis has occurred a 
reactive inflammation tries to eliminate the 
dead tissue, by crumbling or softening, 
which means the formation of an abscess. 
Granulation tissue forms often in slow and 
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not very virulent infections, embedding the 
dead tissue like a foreign body, and in that 
manner cavities filled with granulations and 
dead bone and abscesses are formed. At 
times the*pressure of the pus breaks such 
barriers as the bone may offer, forming a 
fistula toward the outside. In rare in- 
stances the pus may break through into a 
neighboring joint and infect it. One of the 
most common occurrences, however, is that 
new bone is formed by the deposit of chalk 
within this granulation tissue, or by grow- 
ing from the periosteum around dead pieces 
of bone, so that occasionally an entirely new 
bony case is formed of the shape of the old 
one, closing within its walls the dead bone 
or sequestrum. 

The symptoms of this disease are local 
and general. The local symptoms consist 
in a swelling (edema) of the soft parts 
surrounding the bone, and often an abscess 
within these tissues. The general symp- 
toms are those of a local septic infection, 
namely, fever and pain, and an impaired 
function. 

If left alone, such chronic cases exhibit 
long, tedious suppuration, sometimes, how- 
ever, with relative good health of the 
patient. Very seldom do they cause grave 
symptoms, unless the flow of pus is blocked 
in some way. If properly treated most of 
them heal with good function of the limbs. 

Beck in his present paper deals particu- 
larly with cases suffering from chronic 
osteomyelitis with bone sequestration, ex- 
cluding syphilitic affections. Most of these 
cases have the following experience: At 
first their trouble is not recognized for a 
long period. They are regarded as rheu- 
matism, malaria, or other ill-defined dis- 
eases until the localization becomes clearly 
confined to a limb, and an abscess appears 
on the surface. This opens spontaneously 
or is lanced, not by a surgeon, but in the 
majority of instances by a general practi- 
tioner. With the opening of the abscess 
the subjective symptoms are greatly dimin- 
ished, and a treatment with dressing and 
washing begins. This does not heal the 
abscess, and the surgeon is consulted. In 
most instances he recognizes the bone lesion, 














REPORTS ON 





and sounding and scraping begins. This is 
followed by one or more so-called radical 
operations. The more progressive and 
scientific men make an extensive operation, 
remove particles or larger sequestra, pack 
the cavity with gauze, and expect cure, 
which really follows in some cases. In 
most instances, however, the cure lasts too 
long, the patient disappears from their 
observation, and since he is practically 
without symptoms, except the pus discharge, 
he goes on untreated. In many cases heal- 
ing occurs even after a long period, some- 
times with the discharge of a few spicule 
of bone. But usually the cases remain with 
one or more fistule. The #-ray has afforded 
the most valuable diagnostic aid in deter- 
mining the true nature of these affections. 
Though many surgeons and radiologists 
still believe that the diagnosis of an abscess 
or sequestrum in the bone by the rays is 
impossible, this diagnosis can be made with 
great accuracy. Beck employs with entire 
satisfaction diagnostic injections of bismuth 
paste, which penetrates the fistula and often 
outlines the cavities with great clearness. 
When not properly done this injection will 
mislead rather than help. He advises first 
taking a picture of the region supposed to 
be pathologically changed. It may not be 
the seat of the trouble, but it will lead the 
way in diagnosis. This picture has to be 
studied, and often will give to the experi- 
enced observer the diagnosis. Second, a 
picture is taken with an injection of bismuth 
paste, preferably stereoscopic. A sequestrum 
can be readily made out, and often more 
than one, and their relation can be ascer- 
tained in stereoscopic views. It appears as 
a dark shadow with more or less clear out- 
lines, surrounded by a halo of clear tissue. 
This clear halo is apparently due to the 
permeability of granulation tissue to the 
rays. Then, again, a darker outline of a 
shadow appears indicating the sclerotic re- 
active ostitic shell. 

After an operation has been performed 
and the sequestra have been removed, the 
cavities are transformed into healthy cav- 
ities, and then another injection is made. 
This gives to us a control picture, showing 
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whether everything pathologic has been 
removed. 

The technique of the curative treatment 
is thus described: An Esmarch constriction 
is used wherever possible and broad and 
long incisions are made; the granulating 
cavity is formed into a clean one, removing 
by subperiosteal resection large pieces of 
bone. The femur is always incised in 
front. The bismuth paste is used after 
removal of the sequestra. 





TECHNIQUE OF CAESARIAN SECTION. 


CriLeE (Cleveland Medical Journal, De- 
cember, 1909), basing his observations on 
an experience of 15 Cesarian sections for 
pelvic contraction, eclampsia, or placenta 
previa, performed in the home and in the 
hospital under the various handicaps of in- 
fection, of toxemia, and of exhaustion, 
reaches the following position as to tech- 
nique: 

The operation should, when possible, be 
performed with the surroundings and fa- 
cilities that are most effective in the per- 
formance of any other surgical operation— 
that is to say, it should be in a hospital 
operating-room with the trained staff and 
the surgical facilities at hand. The sev- 
eral principles of the technique differ not 
in the least from the technique of lapa- 
rotomies for other purposes, and the re- 
sults, good or bad, are determined upon 
general surgical principles. While the gen- 
eral indications are the same as for all ab- 
dominal operations, there are several spe- 
cial points that may well be further dis- 
cussed. These are: (1) The method of 
extraction of the child; (2) the choice of 
operation; (3) the method of closure of 
the uterus; and (4) the anesthetic. 

After the uterus is opened, certain 
movements in the process of extraction 
may cause inspiration of the amniotic fluid, 
and in consequence seriously strangle the 
child. This may be readily obviated by 
passing the hand well around the child and 
delivering it with a single movement—pre- 
ferably by an upward sweep with the hand 
over the face, and the other grasping some 
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other part. Crile states that in his earlier 
cases he fell into this error, which was so 
easily obviated in the later ones. 

As to the choice of operation, if there 
is existing infection a hysterectomy is the 
safest, otherwise hysterotomy. 

The control of hemorrhage is so simple 
in either case that little need be said. 

As to the closure of the uterus, a care- 
ful tier suture is needed—plain gut for the 
submucous line, continuous light chromic 
gut for the remainder of the wall, and 
finally plain gut for closing the peritoneum. 

As to the choice of anesthetics, in cases 
complicated by infection, toxemia, hemor- 
rhage, or exhaustion, nitrous oxide and 
oxygen anesthesia has a decided advantage 
over ether. 

In suitable cases there is scarcely any 
operation so safe and satisfactory as Cz- 
sarian section. 

In favorable cases the mortality should 
be no higher than that of plain laparoto- 
mies, such as for ovarian and uterine tu- 
mors. 





ACUTE GASTRIC DILATATION AS A 
POSTOPERATIVE COMPLICATION. 
MacEvitr (Long Island Medical Journal, 

December, 1909) in discussing this subject 
notes that intestinal obstruction and peri- 
tonitis are the two principal conditions 
liable to lead us into error of diagnosis 
through similarity of symptoms. The ini- 
tiatory chill, with the gradual onset of 
peritonitis, its much higher range of tem- 
perature, except in asthenic cases, the 
greater intensity of pain, muscular rigidity, 
absence of the exceptionally large amount 
of vomited fluid, and the failure of the 
stomach-tube to relieve the distention in the 
upper abdominal zone, will aid in differen- 
tiating. 

From intestinal obstruction the differen- 
tiation is more difficult; this is particularly 
so when the obstruction is high up. In 
obstruction we have the unsurmountable 
constipation, together with the symptoms of 
concomitant peritonitis, its slowed onset, 
character of the vomitus, which in obstruc- 
tion is fecal as a general rule; in acute 
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dilatation of the stomach fecal vomiting is 
exceptional, with absence of flatus per rec- 
tum, which is usually present in intestinal 
obstruction; absence of the splashing 
sound, and dulness in the lower zone. 

Kelling suggests, to determine an obstruc- 
tion at the lower end of the duodenum, the 
use of a large injection of a 6-per-cent salt 
solution. The presence or absence of fresh 
bile in the returned fluid will determine 
whether or not the duodenum is occluded. 
But the train of symptoms following in the 
wake of postoperative gastric dilatation is 
so varied that all forms of intra-abdominal 
conditions have been erroneously diagnosed. 
It is well here to add, in using the stomach- 
tube for diagnosis, one should bear in mind 
the greatly increased depth of the viscus 
and carefully try to reach its most depend- 
ent part. The patients, as a rule, are so 
exhausted that a sitting posture is attended 
with distress, but by elevating the foot of 
the bed the process is facilitated, with com- 
fort to the patient. 

With our present knowledge, prophylaxis, 
by a careful inquiry into the past and 
present functional health of the stomach of 
the prospective subject for operation, 
proper dieting in advance, and above all the 
possibility of its postoperative occurrence, 
should ever be borne in mind. With the 
first signs of distention of the stomach 
nourishment should be given by the rectum 
and medication hypodermically. Of all 
remedial measures lavage of the stomach 
is the most important. When the vomiting 
persists after the first twelve hours, an 
inspection of the stomach should be made, 
removing the dressing, if necessary. Should 
the stomach be found dilated, no matter 
how great the prostration of the patient, it 
should be submitted to frequent washings, 
using some mild antiseptic solution, for 
herein lies the hope of preventing extreme 
distention. Medicinal treatment is limited 
to but few drugs—salicylate of eserine in 
doses of one-fortieth grain hypodermically, 
and strychnine sulphate pushed to its 
physiological safety. Piedel used morphine, 
but except to lessen the pain when acute the 
author would deem it harmful, as being 
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destructive to any latent reserve nerve force 
in the muscular coats of the stomach. Bas- 
tedo used apomorphine to produce vomit- 
ing in an effort to empty the stomach. This 
the author considers ill advised. Restora- 
tives should be kept up to the last. Furster 
advises the induced electric current. The 
excessive loss of fluid through the gas- 
trorrhea, oftentimes characteristic of this 
condition, can be restored to the system by 
enteroclysis. 

If the dilatation persists, we will be jus- 
tified in assuming that there is a mesenteric 
obstruction of the duodenum, either by 
angulation or pressure, and other measures 
must be resorted to. Postural treatment 
from its pathology is logical. . Schnitzler 
was the first to offer this suggestion. His 
patient was changed alternately from the 
dorsal to the belly position; the symptoms 
disappeared and the patient recovered. 
Baumler changed the procedure by placing 
his patient in the knee-chest position for a 
quarter of an hour in each two hours, the 
rest of the time lying on the belly. Muller, 
Walzberg, and Robinson report cases in 
which the knee-chest or belly position, hip 
elevation, and lying: on either side relieved 
the symptoms, but to return when the pa- 
tient assumed the dorsal decubitus. Bos- 
chart says that, acting upon the advice of 
others, he placed his patient, after draw- 
ing off a pailful of biliary fluid, on her 
chest and belly; she grew worse instead of 
better, as the position interfered with res- 
piration and added to the danger of me- 
chanical heart failure. In two cases that 
the author saw, owing to the extent of the 
gastric distention, the chest-belly position 
would have been impossible. 

When all these efforts fail to grant re- 
lief, operative measures must be resorted 
to; an exploratory operation at least, no 
matter how desperate the patient’s condi- 
tion may be. Gastroenterostomy is advised 
by Mayo Robson on the principle that it 
affords drainage to the stomach. The mor- 
tality from surgical attempts at relief is 
terrifyingly great. 

In conclusion, the pathology, etiology, 
and medical treatment of acute gastric di- 
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latation is becoming fairly well understood, 
but time and unified experience will be 
necessary to solve the problem of its sur- 
gical demands. 





NOTES ON DERANGEMENTS OF THE 
KNEE. 

Jones (Annals of Surgery, December, 
1909), after an excellent review of the an- 
atomy and mechanics of the knee-joint, 
notes that in practically all cases of injuries 
to the cartilages the cartilage is displaced 
inward. Where a protrusion has been felt 
from the outside it is due either to bruising 
and hemorrhage or to a buckling of the 
cartilage, which gives an irregular feel to 
the articular margin. Considering the 
wedge shape of the disks, a displacement 
outward could not possibly produce a lock- 
ing of the joint. The most constant symp- 
tom is a sudden inability to fully extend 
the joint. The cause of the displacement 
is strain thrown upon the internal lateral 
ligament while the knee is flexed and the 
femur rotated inward. The force neces- 
sary in the first injury is generally great, 
the pain acute. Relief is afforded by full 
flexion followed by extension. Shortly 
thereafter there is a painful and distended 
knee. This pain is most acutely felt over 
the site of the injury. In a certain propor- 
tion of cases even with the knee fully ex- 
tended a gap between the bones and the 
inner side may be obtained by manipula- 
tion. For several succeeding days there 
will be pain on pressure over the articular 
edge of the tibia opposite the ligament, and, 
generally speaking, some pain between the 
bones on pressure to the inner side of the 
patella. In a fortnight or three weeks, and 
after rest and massage, the patient is by 
common consent allowed liberty to walk. 
This liberty is a mistake and the outcome 
of very indifferent surgery. Days, weeks, 
or months may elapse, when again a train 
of symptoms, similar in character, but gen- 
erally milder in effect, occurs. Many suc- 


cessive attacks, some grave and followed 
by effusion, some so trivial as merely to 
incommode, mark retrogression. 
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In nearly all cases there is a history of 
strain or injury, the initial displacement as 
a rule being the most severe, while in the 
constantly recurring case any eversion of 
the foot may give rise to the displacement. 
Jones states that he has had occasion to 
operate but twenty-four times for the ex- 
ternal semilunar, which in his personal 
work represents only 7 per cent. The rea- 
son the internal cartilage is so frequently 
involved is dependent entirely on anatom- 
ical grounds. Being more firmly fixed by 
ligamentous attachments than the external, 
there is not the give and take about it 
which is found in the less controlled ex- 
ternal cartilage, especially in the rotatory 
movements of the joint. Again, in the nor- 
mal relation of femur to tibia the line of 
force is carried through the inner side of 
the knee; this is further emphasized by the 
abducted position of the foot, which, if ex- 
aggerated, produces outward rotation of 
the leg. Another reason may be found in 
the fact that owing to the shape of the in- 
ternal articular surface of the tibia the in- 
ternal condyle of the femur can glide 
backward on the tibia; thus the range of 
internal rotation of the femur on the tibia, 
which is a direct strain on the semilunar, 
is greater than that of external rotation. 

Out of 117 cases operated upon for in- 
jury to the cartilage in which a lesion of 
the disk was found, 7? were displacements 
of the posterior horns; 12 were fractured 
transversely opposite the internal lateral 
ligament ; 8 were loosely bound circumfer- 
entially with no other appreciable abnor- 
mality; 8 had undergone changes in the 
loose anterior extremity of the semilunar 
of a nodular type, some being as lumpy 
and as large as a pea; 3 cases exhibited no 
trace of the cartilage; 2 cases showed the 
anterior part doubled and adherent to the 
posterior part. 

In the remaining cases it was difficult to 
classify the injuries; some cartilages were 
so friable as to tear when grasped with 
the forceps, and others presented fringed 
edges. 

Apart from slipping, the most constant 
symptom of the injured semilunar, in over 
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400 cases operated upon in which the le- 
sion was present, there was localized pain 
on pressing over the injured spot. This 
was felt for fully a month after the injury. 
It is best elicited while the knee is flexed, 
when pressure between the bones can be 
more effectively made. Locking was found 
in less than half the cases. Effusion was 
present in nearly all cases after the pri- 
mary injury, and lessened or disappeared 
in proportion to the ease and frequency 
with which further displacements occurred. 
In one case in which operation was refused 
for a long time, and in which the patient 
had for three or four years slipped his 
knee several times a week, barely any in- 
convenience was experienced beyond a sort 
of rocking in the joint. He had no effu- 
sion, and consented to be operated upon 
only because he was going abroad on a 
sporting expedition. The anterior part of 
the internal semilunar was fractured and 
displaced into the intercondyloid notch, 
while the external cartilage was detached 
in front. In other cases in which the 
symptoms were often acute, barely any 
lesion except a looseness of the moorings 
could be found. In five cases in which 
the symptoms, generally historical, pointed 
to injury of the external cartilage, the le- 
sion was found on the inner side. In two 
cases operated upon since 1908 the internal 
cartilage was found on the outer side of 
the joint. 

Jones states that he found 117 demon- 
strable lesions of the semilunar cartilages, 
but during the period covered by these op- 
erations he opened 190 joints with symp- 
toms of derangement. In 30 he found 
thickening and irregularity of the struc- 
tures about the ligamenta alaria. There 
were 9 cases of fringes of a polypoid ap- 
pearance. In 10 cases there were no le- 
sions; in 3 of these cases Jones found on 
subsequent operation that the symptoms 
were due to the behavior of a tendon over 
an osteoma, and in one to a small fracture 
irregularity on the femoral condyle. In 8 
cases the starting signs of hypertrophic 
arthritis were present; in 9 cases there 
were isolated loose bodies; and in 4 cases, 
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loose bodies attached by pedicle to the 
synovial reflection. The remainder pre- 
sented villous arthritis along the articular 
margin, lipoma arborescens and fibrous 
thickenings around the attachment of the 
anterior crucial ligament. 

As to the differential diagnosis, it is ob- 
served that injury of the internal semilunar 
is diagnosed by the acuteness of its onset, 
by the persistence of pain on pressure over 
the detached or injured area, by tenderness, 
less pronounced over the inner side of the 
patella, and by a locking of the joint. The 
patient usually refers the pain to the front 
of the joint until pressure decides it for 
him. Irregularity is sometimes found 
along the articular margin, and often a 
sense of discomfort when the tibia is ab- 
ducted and rotated outward, even when the 
toe lightly touches an obstacle. The his- 
tory of the mode of production is helpful. 

Injury to the external cartilage produces 
a similar train of symptoms occurring on 
the outer side of the knee. 

The symptoms of the nipping of a syno- 
vial fringe are less acute in its primary oc- 
currence than are those of a displaced car- 
tilage. The pain is strictly local and is not 
participated in by the internal lateral liga- 
ment. Frequently a prominence may be 
found over the site of pain, and no matter 
how often the nipping occurs effusion fol- 
lows, creaking in the joint is a frequent ac- 
companiment, and often an obvious swell- 
ing occurs on each side of the ligamentum 
patellz (due to the chronic thickening of 
the infrapatellar pad). 

Loose bodies can usually be found and 
isolated by the patient. They often lock 
the knee, but only transitorily. The symp- 
toms are sharp but not acute, and unless 
pedunculated they may be referred to dif- 
ferent places. Effusions are common. 

Lipomata will sometimes lock the joint. 
There is often swelling about the lower 
part of the patella and painless effusions. 
Exercise rather than accident produces the 
symptoms, which are rarely acute, and 
pressure on the knee will produce no pain. 

Osteomata can be found by manipulation 
and by radiography. They sometimes lock 
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the joint when a muscle or tendon becomes 
entangled. 

Rupture of the crucials is the accom- 
paniment of so severe an injury that other 
structures participate in the general strain. 
The tibia can be made to glide in a to-and- 
fro direction, and when the knee is flexed 
lateral movements are free. If the lateral 
ligaments are torn, lateral movements in 
the extended position are also free. 

The most common injury to the knee- 
joint is a sprain or rupture of the internal 
lateral ligament. This should not be mis- 
taken for a slipped cartilage. In the one 
case a derangement is experienced, in the 
other it is never so. Next to the injury of 
the internal lateral ligament—which is 
often commonly called a sprained knee— 
injury to the inner cartilage is most fre- 
quent, and the problem of treatment must 
be solved. The first displacement will not 
be accompanied by any degenerative 
change, and the knee will very often quite 
recover if appropriately approached. (a) 
Reduction must be absolute. (b) All move- 
ment of the cartilage must be checked 
until union of the torn structures is com- 
plete. (c) No lateral strain must be al- 
lowed until the torn or stretched internal 
lateral ligament has recovered its tone and 
strength. 

With regard to reduction it does not 
matter what method is employed provided 
easy full extension is secured. Too often, 
more especially in badly displaced or pro- 
tracted locking, the surgeon is content to 
acutely flex and extend the joint, and if at 
last, though full extension is not quite free, 
a back splint is applied and extension 
(which should be secured by manipula- 
tion) is brought about by pad and bandage, 
what probably happens is this: Reduction 
not being quite complete, there remains a 
slight obstruction to full extension, and the 
pad and bandage tightly compress the car- 
tilage between the bones. Let us remem- 
ber, as we would an axiom, that we can 
only be assured of reduction when the 
knee can voluntarily be held in complete 
extension. 

In reading text-books one would con- 








clude that the reduction of a displaced 
semilunar is the easiest possible routine. 
This is a deduction based on very limited 
experience, for some cases are specially 
difficult to reduce; in a few recent cases it is 
difficult ; in some old cases it is extremely 
troublesome. What is the best routine 
manipulation? Acute flexion, lateral devi- 
ation and rotation inward, and full exten- 
sion. Acute flexion is always painful, but 
it is the only position where internal rota- 
tion of the tibia is most free; lateral devia- 
tion separates the bones which hold the 
cartilage, and full extension allows of re- 
adjustment and places the limb in such a 
position as to permit of accurate union of 
the internal lateral ligament. 

Retention of the cartilage in a fixed po- 
sition can only be secured when the limb 
is fully extended. In all rotary and lateral 
movements of the joint the cartilages par- 
ticipate. It follows, therefore, that both 
these movements should be prevented if 
we are to strive for accurate union of the 
torn attachment to the cartilage. Rest of 
the limb in a fully extended position is 
therefore indicated, and rest should be ac- 
complished in bed so long as effusion lasts. 
Do not let us forget that a joint distended 
with fluid relaxes by elongation of all the 
protective soft structures of the joint, and 
the more rapidly we attain absorption the 
more we avoid a prolonged weakness. 
When all fluid is absorbed and the knee 
resumes its normal aspect, we proceed to 
the next stage. It may be days, it may be 
weeks; if slow, massage may help, but 
under no conditions must flexion be al- 
lowed. Flexion, owing to the anatomical 
conditions, interferes with the moorings of 
the cartilage and the integrity of the lat- 
eral ligaments, both disturbances quite in- 
imical to union of the torn structures. The 
third indication is to prevent for a pro- 
longed period lateral deviation of the joint. 
In derangements of the cartilage strain or 
fupture of the internal lateral ligament is 
a necessary incident; it follows, therefore, 
that during recovery no lateral strain 
should be thrown upon the knee. 

A short splint, devised merely to prevent 
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flexion and lateral deviation for the first 
few weeks, offers the only logical hope of 
recovery to the injured structures. After- 
ward massage and exercises can be assidu- 
ously employed. 

One of the simplest methods of prevent- 
ing strain upon the internal lateral ligament 
is to walk upon an inverted foot with in- 
turned toes. The author is in the habit 
(when treating a genu valgum in an early 
stage) of insisting that the patient should 
walk with parallel feet, so aided by altered 
boots that the body weight is deviated from 
the inside to the outside of the tarsus. This 
throws a slight strain upon the external 
lateral ligament, and enforces pressure 
upon the inner articular surfaces of tibia 
and femur. So effective is this pressure 
that it generally suffices. in a few months 
to correct the deformity. We can under- 
stand, therefore, what an important ally we 
have in so simple a measure to relieve the 
injured internal lateral ligament from 
strain. 

In cases in which the cartilage becomes 
displaced at frequent intervals Jones 
orders an alteration in the heel and sole of 
the boots. The heel is elongated and raised 
on its inner side, and the inner side of the 
sole is fortified by a small wedge of leather. 
When the patient stands in such a boot the 
foot is inverted, and the lateral strain 
which is needed to displace the cartilage is 
avoided. If, in addition to this, the young 
athlete be told to walk with an inturned 
toe, and to‘run pigeon-toed, strain is in- 
evitably thrown upon the external lateral 
ligament, while the internal lateral liga- 
ment is protected. Although immunity 
from displacement cannot be assured by 
this device, it materially lessens the ten- 
dency to its recurrence and becomes a val- 
uable asset amongst our remedies. In ad- 
dition, a splint must be employed. 

In those cases in which operation is not 
advised, or is rejected, a splint is indicated, 
so devised as to prevent lateral strain upon 
the knee, and to allow free movement. In 
all recurrent cases which do not need op- 
eration, and in all cases of first displace- 
ment sufficiently recovered for flexion to 














be allowed, one orders a splint, alters the 
boot for the purpose of inverting the foot, 
and disallows walking except with parallel 
feet and running except with inturned toes. 
In addition to this, the quadriceps, as the 
guardian muscle of the knee, must be ener- 
getically massaged and otherwise kept fit 
and strong. 

The recovery depends upon complete re- 
duction and uninterrupted union, and con- 
solidation of both the internal lateral liga- 
ment and the ligamentous moorings of the 
cartilage. In operating on old injured car- 
tilages, we are apt to be unduly biased 
when we see their thinned and battered 
edges. This condition can only be the re- 
sult of frequent injury, and should not dis- 
courage us in the mechanical management 
of a first slip. 

In the first place Jones refuses to op- 
erate in any case he sees early, the subject 
of a first derangement. He discourages 
operation in those recurrent cases in which 
the symptoms are transient and not fol- 
lowed by irritation of the joint. He ad- 
vises it in all recuvrent cases in which a 
recurrent displacement is at times followed 
by acute symptoms. He advises it in all 
recurrent cases in which a strenuous ath- 
letic life is a means of livelihood or a phys- 
ical necessity. He thinks operation abso- 
lutely imperative in the case of men who 
work or stand in dangerous places, and in 
which a yielding knee may lead to serious 
consequences. Practically age has no in- 
fluence over the author if the indications 
he mentions are present. He has operated 
upon a boy of fifteen and a woman of fifty- 
four. 

In the great majority of cases a perfect 
recovery may be predicted; in a certain 
small percentage of cases the symptoms re- 
cur. The recurrences were far more nu- 
merous some few years back, when the 
cartilages were sewn to the tibial attach- 
ments. The same causes which accounted 
for the initial displacements produced the 
recurrence. Since it is customary to ex- 


sect the cartilage other causes than a dis- 
placement must be searched for in answer 
to symptoms. 


It will then be discovered 
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that the so-called recurrence is due to an 
overlooked accessory factor in the produc- 
tion of the symptoms of derangement. 

In 1906 to 1908 inclusive Jones operated 
upon 51 cases which would come under 
this division, in which he did not count 
early cases of rheumatoid arthritis. In 30 
cases the condition was directly associated 
with the infrapatellar pads, and in none 
did he discover any connection with the 
suprapatellar pads. Two types- are de- 
scribed—one in which the affection occurs 
in very fat folk; secondly, the disability 
associated with the young and _ athletic. 
Jones has had twelve recurrent dislocations 
of the patella. Practically it always oc- 
curs to the outer side. 

He has transplanted the tubercle of the 
tibia into such a position as to make the 
axis of the ligament and the quadriceps 
one. He has also ligated the inferior cap- 
sule. In the more obstinate cases compli- 
cated by genu valgum he divided the fe- 
mur above the joint, transplanted the tib- 
ial tubercle to the inner side, and plicated 
the capsule. The best operation for un- 
complicated cases is that devised by Gold- 
thwaite, who splits the patellar tendon, and 
after detaching the outer half passes it be- 
hind the remaining portion and implants it 
to the inside. The tendon is stitched to the 
periosteum and to the expansion of the 
tendon of the sartorius muscle, and in ad- 
dition the capsule on the inner ‘side is pli- 
cated. 

Jones notes that there can be no greater 
tragedy in surgery than to infect a knee- 
joint. He would first have the knee 
cleaned with soap and water night and 
morning for a full week, and compresses 
of sterile water covered with mackintosh 
applied. The night of operation the knee 
is washed with ethereal soap followed by 
methylated ether, and is finally rubbed with 
biniodide of mercury 1 in 1000, water and 
alcohol, dried with sterile wool, and a dry 
sterile dressing applied. On the operating 
table in the morning he conducts a final 
scrub with mercury and alcohol 1 in 500, 
quickly followed by a rinsing with sterile 
water. When the incision is made the pa- 
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tient’s knee hangs at a right angle over the 
table. Some thicknesses of sterile gauze 
squeezed out of 1-to-1000 biniodide of 
mercury are wrapped round the joint and 
the incision is made through the gauze, the 
cut edges of which are fixed to the wound. 
The length of incision which practically 
always suffices is three inches; the incision 
into the capsule is much smaller. The in- 
cision should be slightly curved and extend 
from an inch within the lower angle of the 
patella to half an inch below the tibial mar- 
gin, curving more acutely at this point 
toward the lateral ligament. The interior 
of the joint is then inspected with the aid 
of carefully applied retractors. The finger 
should never enter the joint. If the cap- 
sule plicates and hides the view it can be 
drawn outward with a skeleton retractor. 
The examination, which should be gentle, 
is facilitated by a sharp or blunt hook. It 
is only necessary to remove the loose por- 
tion of cartilage, be it a frayed border, a 
circumferential tear, or a detached anterior 
portion. Jones advises against pulling upon 
the cartilage or cutting when pulling. The 
degree of detachment should be noted, and 
the knife should be carried a little beyond 
this, cutting the cartilage clean across. 
The incision should be carried along the 
outer border. Having removed the carti- 
lage search should be made for fringes, 
tabs, or other possible agencies which may 
cause trouble later. If the cartilage is only 
slightly mobile and the history character- 
istic, it should be removed forthwith. 

During the operation, dabs taken directly 
from the sterile drum should cover the 
wound during any interval, and no dab 
should be used which has been exposed to 
the air. 


Jones never ties the vessels; he always 
uses a tourniquet until the dressings are 
applied, and never drains. 

The synovial membrane, capsule, and 
skin should be separately sutured. The 
sutures should be passed through the whole 
thickness of the skin. 

The stitches are left in position for eight 
days, .the knee kept slightly bent in a splint 
for the same period, or a few days longer, 
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and then passive movements and massage 
are started. Special attention should be 
paid to the weak quadriceps, and in from 
three to four weeks normal exercise should 
be allowed. 


FRACTURES OF THE NECK OF THE 
FEMUR. 

McGLANNAN (International Journal of 
Surgery, January, 1910) thus describes 
Whitman’s method of treating fracture of 
the neck of the femur: 

The patient is anesthetized and placed 
on a shoulder and hip support, the ex- 
tended legs being held by assistants. The 
sound limb is abducted to the extreme limit 
to fix the pelvis. The injured limb is ro- 
tated in, extended, and abducted by an as- 
sistant, while the operator, supporting the 
joint with his hands, pushes down on the 
trochanter. In this position Whitman ap- 
plies the plaster-of-Paris bandage, extend- 
ing from the nipple to the toes, or in some 
cases taking in only the pelvis and the leg 
to the middle of the calf. 

Bloodgood has modified this part of the 
dressing. Instead of fixing both extremi- 
ties and the body in plaster, he applies an 
external wire splint from axilla to malle- 
olus on both sides. These splints, well 
padded with blankets and bent out so as to 
keep up the extreme abduction, are first 
fixed with adhesive plaster. A few turns 
of plaster bandage are made over the chest 
in the nipple line, then over the abdomen, 
covering the trochanter and anterior iliac 
spines and the upper portion of the thigh. 
A third bandage is placed just above the 
knee. The advantage of this dressing is 
that it is lighter, allows openings for bath- 
ing and rubbing, and is more easily 
changed. With children, however, it is 
better to fix both legs in plaster of Paris. 
Whatever form of fixation is used, pro- 
vision must be made for supporting the 
trochanter from behind, by means of suit- 
able pads under the plaster. 

The bed should have two mattresses, 
under which there should be a_ special 
frame of slats to give rigidity. This frame 
should extend beyond the bed on either 
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side, or a single bar about six feet long 
may be placed transverse to the long axis 
of the bed near the foot. To this the legs 
are bandaged in order to keep up the ab- 
duction. A bar placed between the knees 
fulfils the same purpose. 

At the end of two weeks the first dress- 
ing is removed, and the patient bathed and 
rubbed while on the shoulder and hip sup- 
port. The abducted position is maintained 
by assistants holding each leg. The second 
dressing is made with less plaster than the 
first, and this is changed once a week. A 
bath and massage are given each time. It 
takes from an hour to an hour and a half 
to change the dressing with the aid of four 
The original fixation requires 
from twenty to thirty minutes. 

After two weeks the knee on the sound 
side may be left free. The fixation dress- 
ing is made lighter with each change, until 
at the sixth week the sound leg is entirely 
free. From seven to ten weeks all dress- 
ings are removed. The patient is now put 
on crutches, but should not be allowed to 
bear weight on the leg for at least three 
months, or better still, for six months. 

The union of the fractured bone remains 
soft for a long time, and patients who have 
recovered with a perfect result may come 
to the orthopedic clinic a year later with a 
gradually increasing deformity from bend- 
ing of the neck of the femur. At the 1907 
German Surgical Congress the consensus 
of opinion was that these patients should 
be in bed five months, and should wear a 
special ambulatory splint for one year. 
This long time is necessary with fractures 
that have previously healed with deformity 
under old methods of treatment. In cases 
in which a perfect anatomical result has 
been obtained in the initial treatment a 
shorter time ought to be sufficient—i.e., 
from eight to ten weeks in bed, and three 
to six months on crutches. The length of 
time will vary with the position of the frac- 
ture; those nearer the head require the 
longer period of treatment. 

The important requirements for bony 
union of fractures are accurate approxima- 
tion and good circulation in the fragments. 


assistants. 
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The blood supply of the head of the bone 
is poor, consequently firm union becomes 
more difficult to obtain as the point of frac- 
ture approaches the head. Konig believes 
that suture of the torn capsule improves 
the blood supply, and advises immediate 


operative treatment of these fractures. 


Bloodgood, on the other hand, emphasizes 
the point that if the fragments can be 
placed in perfect apposition by reduction, 
operation should be postponed. The only 
advantage of immediate incision is the op- 
portunity given for removal of interposed 
soft parts and for suture of the capsule. If 
the #-ray shows that abduction has not 
given perfect approximation, operation 
without delay is indicated. 

The treatment of ununited fractures is 
by an open operation. The nature of this 
depends on the position of the break and 
the condition of the fragments. When 
subcapital, the head usually undergoes 
thinning and absorption, with atrophy of 
the neck, because of the poor circulation. 
Here it is best to remove the head and the 
scar tissue in the joint, placing the trochan- 
ter in the acetabulum with the leg in abduc- 
tion. 

Near the trochanter non-union is most 
often due to faulty approximation or in- 
terposition of soft parts. In those cases 
the joint should be opened, the ends of the 
bone freshened, and the fragments held in 
position by a nail or a drill passed through 
the trochanter into the head. To bring the 
fragments into apposition the leg must be 
rotated in, extended, and abducted—the 
maneuver used in Whitman’s reduction. 

Union with deformity is common in im- 
pacted fracture, and frequent after exten- 
sion treatment. The leg is adducted, so 
that the apparent shortening is greater than 
the real shortening. Treatment is directed 
to relieve the adduction, which is the chief 
cause of the crippled condition. Subtro- 
chanteric osteotomy is performed, remov- 
ing a wedge of bone from the outer side of 
the femur, so that when the limb is brought 
to the limit of normal abduction the eleva- 
tion of the neck will have been restored in- 
directly to the normal level. 
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CIRCUMSCRIBED SEROUS MENIN- 
GITIS OF THE CORD. 

Munro (Surgery, Gynecology and Ob- 
stetrics, March, 1910) notes that when the 
disease comes to operation it is almost 
invariably considered to be a tumor, nor is 


there a sharp line of diagnosis between 


the various types of subdural lesions, but 
greater familiarity with the signs and symp- 
toms of serous meningitis will probably 
enable the diagnostician to detect it with 
reasonable accuracy. 

No writer has reported a large experi- 
ence with this form of lesion. Horsley 
has seen twenty-one cases; Krause, in 1907, 
reported six out of twenty-two operations 
for supposed tumor. The lesion is found 
more frequently in the middle decades of 
life. In typical cases at operation a tense 
dura is found, probably not pulsating. 
When this is opened a small quantity of 
cerebrospinal fluid escapes under slight 
pressure, while immediately the dural slit 
is filled by a thin, more or less opaque pial 
membrane that bulges forth under tension 
of the contained fluid. This fluid is clear 
and spurts forth as soon as the membrane 
is opened, when the latter flaps back and 
forth as a definite curtain, attached to the 
dura and cord and more or less to the 
nerve roots. This membrane can be dis- 
sected out in great part, as in one of the 
writer's cases, or it may be removed intact 
without being opened, as in Schmidt’s case, 
when it appeared as a sausage-shaped cyst 
7% by 1% centimeters, with blunt, boss- 
like projections. In a few reported cases 
this definite membrane formation has not 
existed as such or else has been overlooked. 

The extent of adhesions apparently 
varies, and it is not always clear why the 
fluid tension should be so localized. In 
some cases a probe can be passed beneath 
the pia in one direction without obstruc- 
tion, while in the opposite direction it is 
blocked by light adhesions. 

No causation is known, though syphilis 
has been present in several cases. Anti- 
syphilitic treatment has, however, never 
been of value. The results from operation, 
where no grave primary lesion exists, are 
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very good. Pain is practically always pres- 
ent. It may appear as a girdle pain, 
although in this latter form it is not invari- 
able. The diffuse area of pain is regarded 
as the important diagnostic guide, that of 
tumor being referred rather to one nerve 
root. Spasticity usually coexists with par- 
alysis or paresis. 

Spasmodic involuntary muscular spasm 
is frequently seen, and it may be worse 
at night. Reflexes may be normal, absent, 
or greatly increased. Anesthesia may be 
present, but irregularly distributed on the 
two sides. Horsley states that anesthesia 
may be absolute, always relative, and some- 
times only slight, though distributed over 
a large area. There is also parallelism 
between tactile anesthesia and the defi- 
ciency of the secretory system, shown by 
administration of pilocarpine. Numbness 
is often an early symptom, appearing about 
the same time as paraparesis. 

Trophic lesions are absent, and atrophy 
may be. 

Treatment consists in early laminectomy, 
and nearly every writer condemns lumbar 
or local puncture as a therapeutic measure 
or even as an aid to diagnosis, except nega- 
tively. Horsley irrigates the canal with 
bichloride solution, exceptionally using a 
solution as strong as 1 to 1000 or 1 to 
500. He closes the wound without exter- 
nal drainage, and after healing advises 
mercurial inunction over the wound area 
as an absorbent. 

Munro reports six cases. The first at 
autopsy showed a glioma and syringo- 
myelia. Some benefit followed the local 
evacuation of serum. 

The third case demonstrated that serous 
meningitis may be secondary to trauma. 
Recovery was complete except for slight 
atrophy of the forearm. 

The fourth case demonstrated that an 
irreparable crush of the cord may coexist 
and prevent recovery. 

Case 5 was most promising, but was 
subjected to infection during operation, 
which was traced tc the 70-per-cent alcohol 
used in disinfecting the operative field. 

Case 6 was most satisfactory, but fina} 























recovery is credited in great part to the 
tireless after-treatment. At the first oper- 
ation there was profuse hemorrhage, 
though neither pia nor dural vessels were 
injured. Hemorrhage seemed at the time 
to come from sudden relief of tension. 





GASTROJEJUNAL ULCERS. 


WiLi1Am J. Mayo (Surgery, Gynecol- 
ogy and Obstetrics, March, 1910) notes 
that the total number of operations per- 
formed upon the stomach and duodenum 
up to December 31, 1909, was 1775. Of 
these 1141 were gastrojejunostomies. In 
715 cases the operation was for duodenal 
and gastric ulcer, in 167 cases for cancer- 
ous obstruction at the pylorus, and 259 
were in connection with partial gastrec- 
tomy. The large majority of the latter op- 
erations were for malignant disease. 

Of the whole number not a single case 
developed true jejunal ulcer; nor have any 
such cases come to the clinic in which gas- 
trojejunostomy has been performed by 
other surgeons. 

The author believes that most gastroje- 
junal ulcers should be regarded as techni- 
cal failures in the operation itself rather 
than an unavoidable condition which, up 
to the present time, true jejunal ulcer ap- 
pears to be. 

Three cases are reported corresponding 
to the gastrojejunal or pseudojejunal type 
of ulcer. The first case was due to an im- 
pacted button. At the time of the first op- 
eration a callous ulcer was found, obliter- 
ating the pylorus and reducing its caliber 
to about that of a lead-pencil. Anterior 
gastrojejunostomy with the Murphy button 
was performed. This was in 1889. The 
patient gained over 30 pounds in weight 
and remained well for nearly four years. 
She suffered from an attack supposed to 
be appendicitis, followed by symptoms of 
obstruction and constant interference with 
the progress of food from the stomach. A 
tender mass was palpated to the right of 
the umbilicus. 

A second operation was performed in 
1902. A mass of adhesions, attached to 
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the abdominal wall, was encountered about 
an ulcer which had perforated the stomach 
immediately above and to the right of the 
original gastrojejunostomy opening. The 
ulceration began at the site of the stoma, 
the jejunal mucous membrane forming the 
lower border of the ulceration. The button 
was found in the stomach somewhat cor- 
roded. When passed downward into the 
site of the gastrojejunostomy, the button 
was seen to fit closely into the site of the 
ulcer. Evidently the acute symptoms were 
due to the button dropping into the open- 
ing, producing obstruction and a pressure 
ulcer. The button became dislodged during 
the operative manipulations. The ulcer 
was excised and a large plastic gastrojeju- 
nostomy done over a Robson bone bobbin. 
The patient recovered and has remained 
well. 

In the second case gastrojejunal ulcer 
was the result of retention of infected 
suture material. Operation was followed 
by rapid recovery. 

The third case was a gastrojejunal ulcer, 
the result of infected hematoma in the 
suture line. The first operation showed 
duodenal ulcer of the subacute perforating 
type protected by adhesions. Posterior no- 
loop gastrojejunostomy. There was a gain 
of 39 pounds in weight, with the stopping 
of morphine. There was a return of symp- 
toms after a year, though they were less 
marked and characterized mainly by severe 
pain. An ulcer was found in the line of 
the gastrojejunostomy opening about one 
and one-half centimeters in diameter, ex- 
tending into the fatty tissue of the meso- 
colon at the seat of a hematoma which 
formed during the first operation incident 
to a needle prick. Its base was hard and 
smooth, composed of fibrous tissue and fat. 
The ulcer was excised and the stomach and 
jejunal openings completely closed. A 
large Finney gastroduodenostomy was done 
at the site of the original duodenal ulcer, 
which had healed and contracted down. 
Examination of the excised gastrojejunal 
ulcer showed it to be a cavity in the fatty 
tissue and not containing in its floor either 
stomach or intestinal tissue. 












A TExtT-BooK oF PatHoLocy: By Joseph McFar- 
land, M.D. Second Edition, Revised.  Illus- 
trated. Philadelphia and London: W. B. Saun- 
ders Company, 1910. Price, cloth, $5.00 net. 
The present, second, edition of McFar- 

land’s Pathology appears nearly six years 
after the first. Comparison of the two 
shows an increase of 38 pages of text and 
87 illustrations. To the Table of Contents 
one new chapter in General Pathology has 
been added, namely, ten pages on Regen- 
erative Tissue Changes. This and several 
pages increase in the chapter on Pathology 
of Nutrition are the chief changes in the 
text, the others consisting of minor addi- 
tions or deletions here and there through- 
out the book, a great many of the pages be- 
ing unchanged. 

As a whole this edition is an improvement 
on the first. The author has seized the op- 
portunity to eliminate numerous very 
glaring grammatical and other errors, repe- 
titions, etc., which dotted the first edition 
like mile-posts in the literary journey of a 
careless writer. A few still persist or have 
been added, as on page 353 the pus cell is 
described as containing a nulceus consisting 
of “three lobes,” presenting the “typical ap- 
pearance of the polymorphonuclear neutro- 
philic leukocyte.” In the description of the 
thymus, page 645, we read “hereditary con- 
genital syphilis,’ and the corpuscles of 
“Hassell.” On page 684 syringomyelia is 
described as “a central dilatation of the 
spinal canal.” How is the student, or other 
reader, to interpret this statement? This 
description also excludes cavities of new 
formation as a manifestation of syringo- 
myelia. 

A few errors such as creep into any book 
may be noted, as the heading of “Protozoan 
Parasites (Ameebiasis)” for each page deal- 
ing with parasites. In the legend of Fig. 
260 is the term “aggravated miliary tu- 
bercles,” and in that of Fig. 295, “chronic 
‘fibrinous myocarditis.” 

The book really contains a great fund of 
information, systematically arranged for 
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the grasp of students, for whom it was 
avowedly written. The welfare of the 
student was completely ignored, however, in 
the printing of the book. As in the first 
edition, the main body of the text is in 
type of one size (smaller than is found in 
the great majority of text-books), the elab- 
orative features in another much smaller 
size. The latter is exceedingly fine, much 
beyond that which a physician should place 
before students who are being trained in 
preventive medicine. If a much thinner 
and better paper had been used in the book, 
100 or more pages could easily have been 
added and the text all put in one satisfac- 
tory size of type. Further, the page width 
might well have been increased one-fourth 
inch. These expedients, in addition to fur- 
nishing needed extra space, would have 
made the book less bulky than it is at pres- 
ent, an attainment devoutly to be wished in 
these days of ponderous volumes. 
A. G. E. 


A Manuva. or NorMat HIstToLocGy AND ORGAN- 
OGRAPHY. By Charles Hill, Ph.D., M.D. Sec- 
ond Edition, Thoroughly Revised. W. B. 
Saunders Company, Philadelphia and London, 
1909. 

This exceedingly elementary, intensely 
concentrated, proportionately incomplete, 
well-printed, and satisfactorily illustrated 
compendium is almost unique in its class. 
Avowedly written for elementary students, 
there is no claim to completeness. The ab- 
sence of elaboration and in its place sharp 
focusing on essentials have resulted in the 
production of a commendable volume con- 
taining 312 illustrations distributed through 
a little over 400 pages of text. Everything 
is epitomized. Still, in reading, the objec- 
tionable construction usually incident to in- 
tense condensation has been adequately 
avoided. Usually the author adheres 
closely to his theme, but occasionally di- 
gresses to the extent that “little more than 
little is much too much;” thus when the 
writer speaks of the fibrous tissue sur- 
rounding areas of infection as “an indura- 
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tion or congestion” (p. 71) he wanders 
afield. When adhering strictly to the sub- 
ject-matter of his book errors are minor 
and infrequent. In part the embryology 
and histology are considered together, a 
plan which facilitates condensation and is 
probably helpful to most students. The 
book is hardly adapted to medical stu- 
dents, as the courses now organized require 
more than it offers. As already stated, the 
illustrations are with few exceptions ex- 
ceedingly good, the type, composition, and 
arrangement of printed matter are quite 
satisfactory, the paper and flexible binding 
are above the average. W. M. L. C. 


A PRactICcAL TREATISE ON FRACTURES AND DISLo- 
CATIONS. By Lewis A. Stimson, B.A., M.D., 
LL.D. (Yalen). Sixth Edition, Revised and 
Enlarged. Illustrated. Lea & Febiger, New 
York and Philadelphia, 1910. 

This sixth edition of Stimson’s classical 
work exhibits such changes as are required 
by the more accurate knowledge of frac- 
tures incident to the study of #-ray pic- 
tures. The book represents throughout a 
special study of a class of injuries which 
the great majority of practicing physicians 
are called upon to treat—a study so well 
illustrated and systematized as to be im- 
mediately available in daily work. 

Concerning fracture of the neck of the 
femur the author. speaks as follows: 

“Forcible correction under ether, recom- 
mended by Senn and recently again by 
Southam and Whitman, should be limited, 
in my opinion, to the relatively young and 
robust patients with fracture at or near the 
base of the neck, and even in them the same 
result can be obtained by continuous trac- 
tion. The generalization of this hasty 
forcible correction by wide abduction has 
of late been urged, it seems to me, with 
more zeal than attention to the anatomy of 
the region and pathology of the injury. No 
abduction which is wider than a normal 
neck will permit can recreate a+ normal 
neck. The alleged use of contact between 
the top of the great trochanter and the 
ilium as a fulcrum for such abduction is 
fanciful ; no dissected hip that I have exam- 
ined would permit the trochanter to be 
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brought within an inch of such contact 
while the head remained in its socket, and 
even the less extreme manipulations seem 
to me to be dangerous in some, and in 
others futile, because of the lack of control 
over the position of the proximal fragment. 
In a fracture at the base the position of the 
proximal fragment may be sufficiently con- 
trolled by the capsule to permit change in 
its relations with the shaft to be effected 
by movements of the limb, but in fractures 
of the narrow part of the neck, within the 
capsule, no intelligent control of the prox- 
imal fragment, no designed change in its. 
relations with the shaft is practicable. I 
am convinced that in the old the practice 
would be deplorable, and in the young no. 
more effective than continuous traction. 
7 The maintenance of abduction 
which forms part of the same proposed 
practice is also an imaginary difference, for 
continuous traction assures, and always has 
assured, abduction of the joint by tilting of 
the pelvis even when the limb is in line 
with the body. Except when the fragments 
are completely separated from e¢r loose 
upon each other, as after crushing or ab- 
sorption of the neck, abduction (within a 
moderate range) takes place in the joint 
more easily than at the fracture and cannot 
greatly affect the relations of the frag- 
ments.” 

His further comment on outward trac- 
tion is thus expressed: “Outward traction 
upon the upper part of the thigh, by weight 
and pulley and a band passing about the 
inner side of the thigh, has been occasion- 
ally employed. I doubt both its efficiency 
and its advisability if efficient; the former 
because of the opposition of the adductors, 
which should be made relatively tense by 
the longitudinal traction, and the latter be- 
cause if there is any crushing a gap might 
be created between the fragments which 
would endanger union. Ruth, who strongly 
recommends it and reports many excellent 
results, precedes it with forcible correction 
of the displacement while the hip is flexed 
at a right angle, to which, perhaps, any 
superiority in result which may exist should 
be attributed.” 
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In fracture of the patella Malgaigne’s 
hooks are still figured and the treatment by 
adhesive straps seems to be at least in- 
dorsed, though the open method is obvi- 
ously preferred. 

If any adverse criticism were allowable 
of a book which has rendered such splen- 
did service to the profession it would be to 
the effect that some space is taken up in 
the discussion of methods which have long 
since been abandoned. 


L’EpucaTion SEXUELLE. Par Je Docteur E. Ster- 

ian. J. B. Bailliere & Fils, Paris, 1910. 

In the preface to this work the author 
states that he has written it for the purpose 
of saving the youth of the land by giving 
them the proper education concerning sex- 
ual matters. He quotes Reveille-Parise to 
the effect that neither plague, war, small- 
pox, nor other contagious maladies are such 
menaces to humanity as masturbation. The 
first chapter is devoted to circumcision, and 
begins with a personal experience which is 
little calculated to be either instructive or 
morally elevating to the curious youth. 
The anthropology of the operation is very 
briefly discussed. It is pointed out that in 
addition to the 8,000,000 Jews there are 
some 180,000,000 Mohammedans who have 
submitted to this operation. As to the 
physiology of the prepuce, the author states 
that his personal observation is in accord 
with that of his confréres, to the effect 
that the Jewish penis is much smaller than 
is the Christian organ. Moreover, he be- 
lieves that among the circumcised sexual 
weakness is more common than among 
those who have not been subjected to this 
procedure. 

The next chapter is devoted to Homo- 
sexuality. The passive homosexual ped- 
erast is described as a well-dressed, re- 
fined, possibly overperfumed and powdered 
individual, fond of jewelry. There are 
apparently a great many of them. The 
cause is attributed to a deficient sexual ed- 
ucation among individuals. Attention is 
called to the fact that in England morality 
is pushed to such a degree that it touches 













































THE THERAPEUTIC GAZETTE. 


the point of immorality. Mental degener- 
ation and local irritation are also causes of 
homosexuality. Sexual inversion is re- 
garded as a sensorial inversion with par- 
ticular reference to the sense of smell, and 
the treatment consists of the reéducation of 
the olfactory nerves, since these unfortun- 
ate patients seem to be suffering from anos- 
mia. The axiom is propounded that sex- 
ual excitation of the female occurs from 
the sense of smell—a proposition backed 
by arguments both ingenious and diverting, 
but scarcely applicable to the proper edu- 
cation of youth. Under Manusexuality the 
author discusses with extraordinary frank- 
ness the general subject of masturbation. 
Physical exercise, moral education, and 
early marriage are advised as the best 
means of treatment. 

As to the treatment of onanism, cacody- 
late of soda is regarded as the most satis- 
factory médicine for the cure of trembling 
and anemia. Nocturnal pollutions are 
treated by syrup of iodide of iron, by the 
elixir of metallic iodine, by subcutaneous 
injections.of cacodylate of soda, by extir- 
pation of adenoids and enlarged tonsils, by 
hot baths and general hygiene. After five 
o’clock in the afternoon the patient is in- 
structed to drink no water, and is given 
bicarbonate of soda for the purpose of ren- 
dering the urine alkaline. 

Chapter IV is devoted to the secret of 
sex and is subheaded, “Means by which 
either Boys or Girls may be Bred.” Nu- 
merous theories are advanced and promptly 
disposed of. Under the Symbol of Sex 
blue is stated to be the color for boys and 
rose for girls. The author states that Abys- 
sinian girl babies immediately after birth 
have the clitoris removed and the vaginal 
outlet closed by suture. On marriage this 
outlet is opened. If the husband goes to 
war or takes a long journey there is a sec- 
ond operation of sewing. This operation 
was revived in France. There is also an 
extremely interesting chapter upon the Ef- 
fects of Continence; among these is men- 
tioned arteriosclerosis. 

Under Impotence and its Treatment in- 
jections of cacodylate of soda and phos- 
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phorus, together with the use of the faradic 
and galvanic current, are advised. Under 
the Prophylaxis of Syphilis and Gonor- 
rhea are given some specific directions by 
which the results of immorality may be 
avoided. 
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The reviewer opened this book in the 
hope that it might represent teaching on 
sexual matters which could profitably be 
placed in the hands of the young. He 
closes it with the conviction that few writ- 
ten works are less suited to this end. 
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LONDON LETTER. 


BY J. CHARLTON BRISCOE, M.D. 

The events of the past month have been 
overshadowed by the sudden and unex- 
pected death of His Majesty King Edward 
the Seventh. The loss of him who was 
perhaps the best loved monarch in the 
world has thrown the whole nation into 
mourning, and the streets and shops pre- 
sent a gloomy aspect. The late king was 
so well known to his subjects in all classes 
that his death comes to them as a personal 
as well as a national sorrow. Although it 
is now apparent from medical reports that 
the health of the king had given his ad- 
visers great anxiety for the past twelve 
months, yet no whisper of this had reached 
the general public, and the majority of his 
subjects imagined that their sovereign was 
as hale and hearty as any man may be who 
is within a few months of reaching the 
allotted span of life. For some years past 
the king had suffered from chronic bron- 
chitis and emphysema, and of late his heart 
had been working at full strain. His med- 
ical advisers realized that there was no 
reserve of strength to fall back upon, and 
urged his majesty to lessen his labors. This 
he refused to do, and up to the last insisted 
on performing as far as possible the duties 
of his high station. The actual cause of 
death was heart failure, due to the increas- 
ing difficulty in the pulmonary circulation. 

King Edward always showed great inter- 
est in the medical profession and in medical 
charities. He was an honorary Fellow of 
the Royal College of Physicians and also 


of the Royal College of Surgeons. It was 
a very brilliant assembly which gathered to- 
gether to witness the ceremony for the 
latter degree. Perhaps his name will be 
remembered as long for the interest he 
showed in the King’s Hospital Fund as for 
any of the numerous other good works 
which he has done. To any one uncon- 
nected with hospital work it would be diffi- 
cult to appreciate the real good which this 
fund has done for the great hospital chari- 
ties. The large amount which has been 
subscribed to this fund, and which has been 
invested to produce an annual sum for dis- 
tribution, has given the authorities in charge 
of it great power. This is shown in the way 
in which the hospitals have been obliged 
to limit extravagance, and have further had 
to present their accounts on similar lines. 
This facilitates comparisons of expenditure, 
and the attention of an institution is at once 
drawn to an item which appears to the 
board to be excessive. As a result of this 
method unnecessary expenditure has been 
largely curtailed, and economies have been 
effected in various directions in conformity 
with those in practice at the other institu- 
tions. The latest phase of this method is 
shown by the enforced employment of 
almoners at the various hospitals, which has 
the effect of reducing the ever-prevalent 
hospital abuse as well as assisting the pa- 
tients to obtain food, advice in the home, 
and instruments, and in addition finding 
means of sending patients to convalescent 
homes or otherwise away for change of 
air, and soon. This is indeed a great work 
and one of which we are justly proud, and 
the credit for its inauguration lies with his 
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late majesty King Edward. His death has 
naturaly caused much upset to the routine 
meetings of colleges and societies. Thus 
the meetings arranged for the early part of 
May have been postponed, such as those of 
the Royal College of Physicians and the 
Royal College of Surgeons, the Royal 
Academy of Medicine, and others. The 
Masonic lodges have all gone into mourn- 
ing, and banquets are deleted. 

Most of the chief social events of the 
season have been either given up or post- 
poned. Among these is the Pageant of 
London, which was to have been com- 
menced at the Crystal Palace on May 24. 
It had been decided that the whole of the 
full-dress rehearsals should be given up to 
the schoolchildren of London, and the 
Evening News had started an appeal for 
money to enable the poorer schoolchildren, 
who were unable to pay the necessary 
shilling, to witness the Pageant. It was felt 
that it was impossible to overestimate the 
educational value at an impressionable age 
of seeing the great pageant of our national 
history unfolded in scene at the same time 
that it is told in story. The Pageant had 
been in the making for the past two years, 
and now it has been postponed until next 
year. The profits were to have been de- 
voted to the King’s Hospital Fund. 

Perhaps America is already provided 
with A. K. Traveling Fellowships, but 
Great Britain has only just been presented 
with two of these endowments. These 
Fellowships have been instituted by M. 
Albert Kahn, of Paris, for the purpose of 
providing selected persons with “bourses de 
voyage,” to enable them to travel in foreign 
countries. The Fellowships are each of the 
value of £660, and the Fellow is to expend 
£600 in defraying his traveling expenses, 
the remainder to be spent in purchasing 
books and souvenirs. The only condition 
which each Fellow is required to fulfil is 
that he shall, at the expiration of his 
fellowship, prepare a report containing his 
impression of the countries visited. It is 
the desire of the founder that these travels 
shall be used as an opportunity of acquiring 
knowledge and experience which will be of 
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use to the Fellows in their future careers 
as teachers, scholars, or investigators. The 
foundation will ultimately be associated 
permanently with the University of Lon- 
don. Women as well as men will be 
eligible for Fellowships. 

The National Association for the Pre- 
vention of Consumption have been consid- 
ering a scheme which has been laid before 
them by Mr. Waldorf Astor for the ex- 
tension of the educational work of the asso- 
ciation. It is understood that Mr. Astor 
has intimated his intention of making a 
substantial donation to carry on the scheme, 
the details of which are not yet made public, 
which he is proposing. The object of the 
National Association is to bring before the 
public means for the prevention of the 
disease. Exhibitions have been held for 
this purpose, and it is probable that the 
generous assistance of Mr. Astor will 
greatly increase the usefulness and the area 
of the work which is already being done. 

The Nursing Conference appears to at- 
tract larger numbers every year, and a va- 
riety of interesting subjects have been un- 
der discussion. The difficulties which at- 
tend the management of maternity clubs 
were discussed at length. The object of 
these clubs is to encourage thrift among 
the poor, and to make provision for the 
necessary care and food of the mother at 
the time of childbirth. The chief difficul- 
ties seemed to lie with the fathers, and it 
was felt to be desirable that lectures should 
be established in order to impress upon 
them, the fathers, the necessity of provid- 
ing in time for their offspring, and of main- 
taining the mothers’ health. It would cer- 
tainly be an advantageous thing if further 
legislation could be enacted, especially with 
regard to the employment in factories of 
pregnant women and nursing mothers. 

The London hospitals were again treat- 
ed to an “egg week” this May. Last year 
the editor of the Poultry World was instru- 
mental in obtaining nearly 20,000 newly- 
laid eggs in the course of a week, and these 
were immediately distributed among the 
various metropolitan hospitals, where they 
were highly appreciated. 








